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BENADRYL (diphenhydramine hydrochloride, Parke-Davis) 
gives rapid—and sustained—relief to patients distressed by 
hay fever symptoms. By alleviating sneezing, nasal discharge, 
lacrimation, and itching, this outstanding antihistaminic has 
enabled many thousands of patients to pass hay fever seasons 
in comfort. 


BENADRYL 's reputation stems from its clinical performance. 


Each year, as the pollen count rises, the benefits derived from 
this effective antihistaminic are further emphasized. BENADRYL 
Hydrochloride is available in a variety of forms —including 
Kapseals®, 50 mg. each; Capsules, 25 mg. each; Elixir, 10 mg. 
per teaspoonful; and Steri-Vials®, 10 mg. per cc. for paren- 


teral therapy. 
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Clinical tests prove 


is the only 
infant feeding formula that 


@ establishes a predominantly gram-positive 
flora—similar to the flora of the lower intes- 
tine of the breast-fed baby.! 


@ produces a stool with a pH “practically iden- 
tical” with that of the infant fed human milk. 
Stools of babies fed other formulas are dis- 
tinctly more alkaline (6.2 to 6.7)! 


for the baby S-M-A means: 


1 Better absorption of minerals, especially calcium. 


Lower incidence of constipation. Formation 
of calcium soaps is inhibited; acid produced 
by fermentation stimulates peristalsis. 


3 Lessened susceptibility to diarrhea. Lactobacilli 
inhibit overgrowth of ‘colon’ group bacilli. 


4 A stool typical of the breast-fed infant—having a 
“buttermilk-like”, rather than putrefactive odor. 


5, Vitamins more readily available, especially 
vitamin B,. Growth of putrefactive organisms 
which reduce amounts of vitamins available? 
is inhibited. 


6 Minimal danger of perianal dermatitis and 
diaper rash in the new-born.’ 


REFERENCES 


. Barbero, G.J., Runge, G., Fischer, D., 
Crawford, M.N., Torres, F. E., and 


Gyorgy, P.: J. Pediat. 40:152 (Feb.) 1952. 
2. Watson, J.: Gordon Research Conf. Vita- Wye Ue 
mins and Metabolism, 1950. r 


3. Torres, F.E., Romans, I.B., and Wheller, 


J.B.: A Study of Infantile Diaper Rash. 
To be published. 
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Te deain the flooded 


IN CONGESTIVE HEART FAILURE 


“In severe congestive failure, our most dependable remedy is the mercurial diuretic 
. «Its combination with theophylline has been a distinct advance.”! 


Salyrgan-Theophylline is a highly effective combination of a mercurial diuretic 
and theophylline. It may be given orally in certain cases. 


Salyrgan-Theophylline is extensively employed for the treatment of cardiac and 
cardiorenal edema, dropsy of nephrosis and ascites of hepatic cirrhosis. The diuretic 
response does not “wear out,” so that in most cases administration may be repeated 
as required for years, without loss of efficiency. 


Noth,? for instance, in discussing a case of Pick’s disease, states that the patient 
“has received about 450 doses of mercurial diuretics, nearly all of which were of 
Salyrgan given [parenterally] ... At no time has he experienced orthopnea, noctur- 
nal dyspnea, or episodes of dyspnea while at rest. He is still working every day 
as a banker...” 


1, Hutcheson, J. M.: Management of Cardiac Failure. Virginia Med. Monthly, 74:458, Oct., 1947. 
2. Noth, P. H.: Pick’s Disease: A Record of Eight Years’ Treatment with Salyrgan, Ammonium Nitrate, 
and Abdominal Paracentesis. Proc. Staff Meet. Mayo Clin., 12:513, Aug. 18, 1937. 


Salyrgan, trademark reg. U. S. & Canada 
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Time-tested therapy with Nero-ANTERGAN* 
turns malaise into comfort for patients suffer- 


IN FALL ALLERGIES... 
Neo-Antergan brings safe symptomatic relief 
: quickly by effectively blocking the histamine 
Turn Distress receptors: 


Promoted exclusively to the profession, Neo- 


into Com if ort Antergan is available only on your prescription. 


Your local pharmacy stocks Neo-Antergan 
Maleate in 25 and 50 mg. coated tablets 
in bottles of 100, 500, and 1,000. 


The Physician’s Product 


MALEATE 


COUNCIL eS. ACCEPTED (PYRILAMINE MALEATE, MERcK) 


Research and Production | MERCK & CO., INC. 
Manufacturing Chemists 


© 1952—Merck & Co., Inc. 
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EN DIETARY 
SUPPLEMENTATION 


what more 
supplement 


If the concept of an ideal dietary supplement could be 
formulated, it might well be one that provides qualitatively 
every substance of moment in human nutrition. It would pro- 
vide those for which human daily needs are established as 
well as others which are considered of value, though their 
roles and quantitative requirements remain unknown. 

How Ovaltine in milk approaches this concept, and how 
well the recommended three glassfuls daily augment the nutri- 
tional intake, is shown in the appended table. The two forms 
of Ovaltine available—plain and chocolate flavored—are 
closely alike in their nutrient values. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three Servings of Ovaltine in Milk Recommended for 
Daily Use Provide the Following Amounts of Nutrients’ 


(Each serving made of % oz. of Ovaltine and 8 fl. oz. of whole milk) 
VITAMINS 


MINERALS 


*PROTEIN (biologically complete)............ 32 Gm. 


65 Gm. 
* 
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*Nutrients for which daily dietary allowances are recommended by the National Research Council. 
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No need for the chronic asthmatic to give up work, play, a normal 
life. With Nortsoprine Sulfate, a quick-acting bronchodilating powder, 
symptomatic relief is as near as the patient’s pocket or purse. 
When the asthmatic feels an attack coming on, he simply takes 
three or four inhalations of the powder, using the pocket-sized 
AEROHALOR. Result? The bronchospasm usually ends quickly. No 
injections, no cumbersome equipment, no need to leave the job. 
Norisopriné is effective against both mild and severe 
It has relatively low toxicity, and with proper administration, side- 
effects are few and usually minor. Before prescribing NorisopRINE, 
however, the physician should familiarize himself with administration, 


dosage and precautions. Literature may be obtained by 
writing Abbott Laboratories, North Chicago, Illinois. Cbbott 


NORISODRINE’ 


SULFATE POWDER 
(ISOPROPYLARTERENOL SULFATE, ABBOTT) 
for use with the AEROHALOR® Abbott's Powder Inhaler 


5 ine phate ‘er n mn ma, Ann. , 
iN POCKET OR PURSE July-August. 3. Krasno, L, Grossman, M., and Ivy, A. (1949), The Inhalation of 1-(3’,4’-Di enyl )-2- 
Isopropylaminoethanol (Norisodrine Sulfate Dust), J. Allergy, 20:111, March. 
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CLINICAL PATHOLOGY 
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PATHOLOGIC ANATOMY 


Your Laboratories... 
Our Responsibility 


Duncan 


Laboratories 
Established 1921 


KANSAS CITY, MO., 


909 Argyle Bidg. 


JOPLIN, MO., 230 Frisco Bldg. 


Associated 
Laboratories 


INDEPENDENCE, MO. 


Physicians Laboratory 
First National Bank Bidg. 


LEXINGTON, MO. 


Lexington Memorial Hospital 


SEDALIA, MO. 


Bothwell Memorial Hospital 


WARRENSBURG, MO. 


Warrensburg Medical Center 


Pathologically 
Speaking 


THE AGGLUTINATION TEST FOR BRUCELLOSIS 


HE principle utilized in the 


agglutination test for bru- | 


cellosis depends upon the pres- 
ence of antibodies against bru- 
cella organisms in the serum of 
the patient to be tested. Such 
antibodies can occur if: 


(1) The patient has actually been 
infected with living brucella organ- 
isms, either at the present time or at 
any time in the past; 

(2) The patient at some time has 
been given a skin test with brucella 
antigen and derived therefrom a tis- 
sue reaction and formation of anti- 

ies; 

(3) The patient has been given at 
any time desensitizing doses of bru- 
cella antigen; 

(4) The patient is suffering from 
another febrile disease that calls 
forth a generalized reticule-endo- 
thelial reaction with indiscriminate 
release of various types of antibodies, 
including those against brucella or- 
ganisms, thus giving a “false” or 
“anemnestic’” reaction for brucellosis; 
such titers are usually in the range of 
1:40 to 1:160 but may be as high 
as 1:1280 or more. One should be 
especially wary of “false” reactions 


cella organisms are pathologic. 
for man, human serum is usualy 
tested only against brucella abor- 
tus antigen, for in most instances, 
even though the patient be in- 
fected with B. suis or B. meii- 
tensis, the antibodies formed will 
also produce agglutination with 
B. abortus (a form of cross ag- 
glutination). 

Significant titers are consid- 
ered at the level of a 1:40 dilu- 
tion if the patient has had no 
previous skin test or injections 
of brucella antigen and is not a 
persistent handler of livestock. 
One test alone, however, rarely 
proves anything, and therefore, 
the agglutination titer should be 
determined several times, prefer- 
ably at 4 to 7 day intervals. 
Usually agglutinins begin to ap- 
pear in 2 to 3 weeks after in- 
fection occurs and reach maxi- 
mum values at 3 to 6 weeks after 
infection occurs. If agglutina- 
tion begins at a titer of 1:20 and 


if the titer fluctuates widely up and 
down in a few days’ interval. In 


progresses to 1:120, it is consid- 


Curbstone Consultation 


On the basis of history and physical 
examination, the clinician can make only 
a presumptive diagnosis of brucellosis, 
but establishment of the diagnosis de- 
pends upon laboratory procedures which 


will show usually: 


(2) 
(3) 


(4) 


(1) A normal or decreased total leuco- 
cyte count with relative lymphocy- 
tosis, 

No diagnostic change in the sedi- 
mentation rate, 

A “diagnostic titer” of brucella an- 
tibodies which varies, depending 
upon several factors, 

And occasionally a positive blood 
culture if suitable media and mul- 
tiple specimens are used for culture. 


Spink, W. W., The Laboratory in the 


Diagnosis of Brucellosis, Am. Jr. Cl. 
Path., 22: 201-210, 1952. 


this connection, one must remember 
that brucellosis and tularemia show 
frequent cross agglutination, so that 
a diagnostic titer in either calls for a 
check also for the other disease, with 
the higher of the two titers occur- 
ring, as a rule, in the disease which 
is really the offending one. 

These titers represent only one 
facet in the diagnosis of brucel- 
losis which otherwise is sus- 
pected on the basis of the history, 
signs and symptoms and is best 
diagnosed by blood cultures ob- 
tained during the febrile stages. 


Although three types of. bru- 


ered significant of active disease. 

In farmers, veterinarians and 
stockyard workers titers as high 
as 1:640 may be persistent with- 
out necessarily indicating that 
active brucellosis has ever been 
present. 

It is to be emphasized that the 
agglutination titer must be deter- 
mined several times at appropri- 
ate intervals and must at all 
times be interpreted in the ligh: 
of the history of previous inocu 
lations or the presence of othe- 
disease processes. 


RALPH EMERSON DUNCAN, M. LI 


LORAINE E. SCHULTZ, M. D 
ALBERT E. UPSHER, M. D. 
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What “effect ‘does cort 
cute rheumatic fever? 


appears alert and comfortable; and 
within one to four days, temperatu 
drops to normal, appetite incre 


- available as Compressed Tablets Cortisone 
Acetate, 25 mg., for oral use.Botiles of 20 tablets. _ 


UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


» esions of rheumatic f 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


THE NEUROLOGICAL HOSPITAL 
announces the completion of 
A NEW GERIATRICS UNIT 
Fire Proof — Elevator For The Physically 11 — All Hospital Facilities 


Choice of Kansas City Psychiatrists — Fully Controlled by 
the Medical Stoff — Lower Rates Than in the Main Hospital 


Medical Staff — 


Frank J. Koenig 
Louise B. Loewy 

Albert Preston, Jr. 

\ G. Wilse Robinson 
G. Wilse Robinson, Jr. 
William F. Roth, Jr. 

A. T. Steegmann 

E. H. Trowbridge. Jr. 
James E. Young 


| Recreation Area Available to 
All Hospital Patients 


Address All Inquiries to Individua) Psychiatrists or to the 
Neurological] Hospital, 2625 West Paseo, Kansas City, Mo. 


POSTGRADUATE COURSE IN OBSTETRICS 


NORMAL AND PATHOLOGICAL LABOR 
November 10, 11 & 12, 1952 


| 
| 
| 
| University of Kansas Medical Center, Kansas City 
| | 
| 
| 
| 
| 


SUBJECTS 


FACULTY 


Guest Instructors: 
FREDERIC W. GOODRICH, JR., M.D., Collaborator, Yale PRENATAL CARE IN DETERMINING PAIN RELIEF 
University experiment in Painless Childbirth; author of ‘‘Nat- PUDENDAL BLOCK ANESTHESIA 
ural Childbirth—A Manual for Expectant Parents.”” 
PREMATURE LABOR 
JOHN L. PARKS, M.D., Professor of Obstetrics and Gynecology, NORMAL LABOR—FOURTH STAGE 
George Washington University; protagonist of ‘‘Rooming In.” THE TOXIC PATIEN 


ROLPH A. REIS, M.D., Professor of Obstetrics and Gynecology, BORDERLINE PELVIS. 
| 


Northwestern University; author of ‘Diabetes and Pregnancy.” ABNORMAL PRESENTATIONS—BREECH 
DIABETES, INCLUDING THE GIANT BABY 


EDW. A. SCHUMANN, M.D., Former Professor of Obstetrics 
and Gynecology, University of Pennsylvania; Former Presi- Mie eA “tdi PREMATURE SEPARATION OF 


dent, American Gynecological Society. 
CESAREAN SECTION 
FRANKLIN SNYDER, M.D., Assistant Professor, Obstetrics and 
Gynecology, Harvard University; author of “Obstetric Anal- ) 


gesia and Anesthesia.” 


NORMAL LABOR—FIRST STAGE 
LEROY A. CALKINS, M.D., Professor of Obstetrics and Gyne- NORMAL LABOR—-SECOND STAGE 
cology, and Chairman of Department. PROLONGED LABOR 


HUBERT L. FLOERSCH, M.D., Assistant Professor of Obstet- 
tics and Gynecology. CAUDAL AND CONTINUOUS CAUDAL 
ROBERT L. NEWMAN, M.D., Associate Professor of Obstetrics SADDLE BLOCK ANESTHESIA 
and Gynecology. 
RAYMOND A. SCHWEGLER, M.D., Assistant Professor of Ob- NORMAL LABOR—THIRD STAGE ° ig 
stetrics and Gynecology. 
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Highly effective Imparts a feeling of well-being 


Thousands of physicians 
| ” for the 


also known as Conjugated Estrogens (equine) 


AYERST, McKENNA & HARRISON Limited * New York, N. Y. * Montreal, Canad 


| 
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Estrogenic Substances (water-soluble) : 
iv 
oll : 


. temperature—“‘spiking” 
rv) 


Be 


look for clumps of white cell 
. . . white cell count—high in catheterized specimens 


in 8 out of 10 children, try the McKnight punch, or 
colon bacillus invades 


in children, 75% have congenital mal- 
formation . . . others may have calcu- 
lus, foreign body, neoplasm, ureteral 
spasm. 

suggestive of an acute abdomen 


Pyelone phritus e The onset | s sudden, ays, pus. cells and acter; 
4 
commonest in thes Miaperage” female 
Cult ure determines pat hoge x 
Mixed infection not uncommon. 
° 
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HECTIONS 


CRYSTALLINE 


erramycin 


Many urinary tract infections 


as well as other infections 
rapidly respond to therapy 
with this well-tolerated 


broad-spectrum antibiotic 


Available in a wide variety of convenient dosage forms. 


e 
- 


world’s largest producer of antibiotics 


ANTIBIOTIC DIVISION, CHAS. PFIZER & CO., INC., BROOKLYN 6, N. Y. 
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what is “therapeutic bile”? 


Thin, free-flowing bile in copious 
amounts as produced by Aydrocholeresis 
with Decholin. 


what does 

“therapeutic bile” do? 

Overcomes stasis in chronic cholecys- 
titis and noncalculous cholangitis by 
flushing thickened bile, mucus plugs and 
debris from the biliary tract. 
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“therapeutic 
overcomes stasis 


how does “therapeutic bile” 
differ from other bile? 
“THERAPEUTIC BILE” is higher in 
fluid content and lower in solid content 
than bile produced by choleretics, e.g., 
ox bile salts. 


106% increase 36% increase 
in volume in volume 

63% increase 67% increase 
in total solids in total solids 


Hydrocholeretic: Choleretic: 
Decholin Ox bile salts 


how is 


“therapeutic bile” obtained? 

“THERAPEUTIC BILE” is obtained 
by adequate dosage of Decholin and 
Decholin Sodium. Most patients require 
one or two tablets t.i.d. for four to six 


Decholin Tablets, 3% gr. (0.25 Gm.), 
bottles of 100, 500, 1000 and 5000. 


Decholin Sodium (brand of sodium dehydrocholate) 
20% aqueous solution, ampuls of 3 cc., 5 cc. and 10 cc. 


DECHOLIN 


(brand of dehydrocholic acid) 


weeks. Prescription of 100 tablets is 
recommended for maximum efficacy 
and economy. More prompt and inten- 
sive hydrocholeresis may be achieved by 
initiating therapy with Decholin Sodium 
5 cc. to 10 cc. intravenously, once daily. 


of Canada, Ltd., 


COMPANY, INC. Toronto D-1 


ELKHART, 
AMES | 
Ames Company 
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THE KANSAS MEDICAL SOCIETY 
Approved 
DISABILITY INCOME POLICY 


Officially approved and endorsed by the Council and the House of Delegates. 
Investigated, analyzed and recommended by the Committee on Medical Eco- 


nomics. 
@ Endorsed and Supervised by your Society 
@ Non-Cancellable Features 
e Lifetime Accident Benefits 
@ Five-year Sickness Benefits 
e@ Local Claim Service 


Serviced by 
FIRST INSURANCE AGENCY 
Washington National Insurance Company 


639 New England Building Topeka, Kansas 


Wooderofi Hospital-Pueblo, Colorado 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including alcoholism 
and drug addiction. Beautiful landscaping and home-like surroundings afford a restful atmos- 
phere. Accommodations vary from single rooms with or without bath to rooms en suite, allowing for 


segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. 


4 
| 
L 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


94TH ANNUAL SESSION OF THE 


KANSAS MEDICAL SOCIETY 


WICHITA, KANSAS MAY 4-7, 1953 


COUNTY MEDICAL SOCIETIES 


COUNTY PRESIDENT ADDRESS SECRETARY ADDRESS 
. M. J. Stevens, M.D.. White, . Garnett 
.-I. R. Morrison, M. D. Atchison ..W. Spencer Fast, i 
D. C. McCarty, M.D. . - Medicine Lodge. . -H. Yasuda, M.D.. 


. .M. W. Carlson, M.D. -Ellinwood...... A. W. Beahm, MD.. 
J. R. Prichard, M.D.. A eS . L. P. Randles, M.D.. 
. .A. L. Nichols, M.D.. Hiawatha . .R. T. Nichols, M.D 
. J. P. Haigler, M.D...... 
‘ V. D. Alquist, M.D.. . . Baxter Springs 
. J. H. McNickle, M.D.. . Ashland 
.G. B. Mcllvain, M. . ..Clay Center 
M.D. McComas, . Concordia 
McConnell, . . Burlington 
L. G. Glenn, M. . .Protection 
. A. Y. Wells, M.D .. Winfield 
Miller, M.D .. Pittsburg 


. G. Meckfessel, M.D. 


i Ottawa... R. S. Roberts; Ottawa 


.. Eureka 
ee ‘Anthony 


G. R.. Maser, A. E. Derrington, M.D.......... Mission i 
McPherson..........- E. C. Brandsted, M.D............ McPherson. ........ A. H. Dyck, M.D....... .McPherson 
Hunnicutt, M.D.......... T. A. Montgomery, M.D........ Sabetha 


Seafford. L. G. Graves, O: W. BED... Stafford 
Summer. K. E. Voldeng, M.D............Wellington........... W. M. Cole, Wellington 


Wyandowe........... Kansas Peters, Kansas City 
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Ur. Marris also has to rest. some of them 
seem to take it tor thathheigas 
effective medicines, his patients are getting 
well faster anc meg t CaHS are fewer. 
— 
ies as a result ef such cufrent research as... 


... the development of an improved Insulin preparation . . . 
NPH Iletin (Insulin, Lilly) 


Hagedorn discovered that the antidiabetic effect of Insulin was 

lengthened by the addition of basic protein precipitants, such as protamines 
from fish sperm, globins, histones, and kyrins. Since that discovery, 

there has been a systematic study of many modifications which 

might simplify still further the management of diabetes. 


In co-operation with the Insulin Committee of the University of Toronto, 
Eli Lilly and Company has actively participated in this search. 

Over several years, data were accumulated on the action of various 
modifications of Insulin in more than 5,000 cases. Because of knowledge 
gained from such studies, many of the difficult, time-consuming 

problems of diabetic management which once confronted physicians 


are now overcome by the use of NPH Iletin (Insulin, Lilly). 


itty ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA, U.S.A. 
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Marie-Strumpell Arthritis 
(Including a Survey of 41 Cases Treated With X-Ray) 


Charles M. White, M.D.* 


Wichita, Kansas 


Marie-Strumpell arthritis is a chronic, painful 
disease of unknown etiology, producing rigidity of 
the spine of young persons. It has remissions and 
exacerbations of both systemic and local manifesta- 
tions, yet it is slowly progressive and may lead to 
complete bony ankylosis of the vertebral column.>: © 
The other common names for this disease are spon- 
dylitis rhizomelique, rheumatoid spondylitis and 
spondylarthritis. The most commonly described 
physical finding is the well known “poker spine.” 

There have been attempts in the past to prove 
that the disease is due to gonorrhea or some other 
form of infection, which have not been conclusive. 
There are also other theories, but the fact remains 
that the cause is not known so the treatment used 
must be empiric. Even so, it still may be quite 
satisfactory. 

The onset of Marie-Strumpell arthritis is usually 
insidious. The patient (generally a young man) 
becomes aware of aching in the low back. He finds 
that on arising in the morning his back is uncom- 
monly stiff. The stiffness and back pain gradually 
subside during the day. Before long his back dis- 
comfort awakens him during the second portion of 
the night and he finds it necessary to get up and 
move about to obtain relief before he can sleep 
again.2 Somewhat later his back pain and stiffness 
require that he spend the second portion of the 
night in a chair. He begins to lose some of his 
normal healthy appetite and notices a slow loss of 
weight. By this time the back pain and stiffness do 
not leave during the day and he notices that he 
holds his back unusually straight. Coughing and 
sneezing begin to cause him much pain between 
the shoulder blades. He finds it is increasingly 
difficult to back his car out of the garage since he 
cannot turn his neck freely. At all times he is sure 


*Department of Radiology, the Wichita Clinic, Wichita, Kansas. 


that his troubie is in his back, although there may 
begin to be some stiffness in his hips and later in 
the shoulders. At any time during the progress of 
this crippling disease the patient may inexplicably 
find himself better for a time, only to have the 
symptoms return later and continue their progression. 
In some cases progress of the disease is acute and 
rapid, while in others it is slow with many remissions. 

As the disease progresses, there is bony fusion 
across the sacroiliac and apophyseal joints, as well 
as ossification in the collateral ligaments of the spine. 
As the amount of fusion increases the pain de- 
creases.’ When fusion occurs there is, of course, 
permanent stiffness. 

It is a common belief that the arthritis pursues 
its relentless course until fusion of the spine and 
sacroiliac joints is complete. It has been pointed out 
by Dr. Hodges in his discussion of the work of 
Hemphill and Reeves® that one does not see the 
typical end result of Marie-Strumpell arthritis as 
often as the earlier cases. He suggests that permanent 
remissions may occur at any time and that the dis- 
ease is partly self-limited. Others have noted patients 
in whom the arthritis has remained localized to the 
sacroiliac joints even though there has been no 
treatment.3 

Naturally, extensive fusion brings various com- 
plications with it. The temperomandibular joints 
may even be involved. With fusion of the costo- 
vertebral joints the ribs become rigid, chest expan- 
sion is limited, and normal respiration is hindered. 
The vital capacity is lowered. This alteration in 
physiology is said to predispose these patients to 
pulmonary pathology such as atelectasis, pneumonia 
and tuberculosis.* 

The disease is not fatal in early stages so there 
has been little or no material available for path- 
ological study. There is a temptation to consider it 
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the same as rheumatoid arthritis of peripheral joints, 
but there is certainly an underlying fundamental dif- 
ference indicated by the following clinical observa- 
tions: ! 

1. Sex ratio—About 90 per cent of these cases 
occur in men while rheumatoid arthritis occurs twice 
as frequently in the female as in the male. 

2. Marie-Strumpell arthritis primarily affects the 
spine, while rheumatoid arthritis affects peripheral 
joints. 

3. The appearance of the two lesions is different 
on the x-ray film. (Atrophy of subchrondral bone 
in rheumatoid arthritis, but mottling and loss of 
trabeculae in Marie-Strumpell arthritis. ) 

4. Calcification of ligaments does not occur in 
rheumatoid arthritis. 

5. Marie-Strumpell arthritis responds very well to 
x-ray therapy while rheumatoid arthritis shows little 
response. 

The most consistent laboratory finding of help is 
an elevation of the sedimentation rate. This is 
usually, but not always, present. In a high percentage 
of cases which improve following x-ray therapy, the 
sedimentation rate returns to nearly normal, only to 
be elevated again if there is an exacerbation of the 
disease. 

The diagnosis of Marie-Strumpell arthritis is quite 
easy by clinical means when there is considerable 
involvement. X-ray examination is most helpful, 
particularly in the early stage. There is good agree- 


Figure 1, Stage I Marie-Strumpell Arthritis. Note haziness and 
“wooly’’ appearance of sacroiliac joints. Patient has been symptom 
free for almost four years following one series of irradiation. Had 
symptoms for five years before therapy. 
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ment in this country that, for practical purposes, a 
cases have involvement of the sacroiliac joints earl; 
It is here that the changes can be demonstrated b 
x-ray best. There may also be early involvement 
the apophyseal joints. They can be studied b 
oblique views of the spine, but unfortunately thes 
views are not always successful and because of over 
lying bone the early changes cannot be seen. Th 
changes which occur in the sacroiliac joints are quit 
characteristic and fall roughly into the followin. 
groups, according to Forestier: 

Stage I—Contours of subchondral bone becom 
wooly and hazy and clear cut outline of joint di: 
appears. Joint appears widened (Figure 1). 

Stage II—Cancellous bone, both in sacrum an 
ilium adjacent to joint, develops mottled appearanc : 
(Figure 2). 

Stage I1J]—Ossification across the joint space de. 
velops and there may be some sclerosis (Figure 3 ) 

Of more clinical help is the following:§ 

Early—x-ray changes limited to the sacroiliac 
joints. 

Moderately advanced—Partial obliteration of the 
sacroiliac joints and some calcification of ligaments. 

Far advanced—Ankylosis. 

There has been a staging developed for the apo- 
physeal joint involvement’ based on x-ray findings 
which is almost identical to that described above 
occurring in the sacroiliac joints (See Figure 4). 
Ligamentous calcification occurs along the spine 
after the apophyseal joints are fixed either Ly bony 
fusion or complete immobility secondary to muscle 
spasm. 

In the earlier stages of the disease, treatment which 
will relieve the pain and muscle spasm will be of 
help. In the past gold? therapy has been fairly 


Figure 2. Stage II Marie-Strumpell Arthritis. Note mottled appea 
ance of cancellous bone adjacent to joint and beginning loss o joir 
space. Patient has had excellent remission for eight months wit 
one series of irradiation. Had symptoms for six years before therap’ 
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“fective. Salicylates and other medicines are of only 
-omporary value. Special exercises and other physical 
-easures are at times of value to prevent immobility 
-:d deformity. Unfortunately the pain is usually 
) severe that these measures cannot be adequately 
cried out. More recently cortisone has produced 


-amatic improvement. In most cases, however, the - 


mptoms return when the hormone is withdrawn. 
’ a recent patient with severe pain, we found it 
-Ipful to control the symptoms with cortisone until 
e effect of x-ray became manifest, at which time 
e cortisone was withdrawn with no recurrence of 
mptoms. 
Surgical orthopedic measures find a place in the 
catment of this disease after there is fusion of the 
ine in the typical flexion deformity. Lumbar 
teotomy? can be done to correct the flexion of the 
-ombar spine, allowing the patient to stand erect 
sain. The surgery is of moderate magnitude and 
is recommended as a measure for rehabilitation of 
certain patients only.!° 
Roentgen therapy is at present the treatment of 
cuoice, even though its mode of action is not under- 
stood. In early cases relief may be most dramatic 
aud even in moderately advanced cases there is 
usually material benefit. It is a source of great 
satisfaction to treat a young man with pain and 
muscle spasm who is no longer able to work and in 
a short time see him practically normal again. 
There is, in general, quite good agreement con- 


_ Figure 3. Stage III Marie-Strumpell Arthritis. Note paravertebral 
ligament ossification and complete bony tusion of both sacroiliac 
and apophyseal joints. Has had no irradiation. 


cerning the technique of x-ray therapy. The dosage 
prescribed varies from 200-450 r over each area of 
the spine and sacroiliac joints. This is given in a 
series of treatments, delivering 100-150 r to one or 
two areas at a sitting. Treatments may be given 
daily or two or three times weekly. If symptoms 
remain, it is advisable to repeat the series in six to 
eight weeks. Some® advocate fields from 8 to 10 cm. 
in width, while others feel that the fields should be 
15 cm. in width. Good results have been obtained 
either way. It is probable that not only the spine 
and its ligaments should be treated but the paraspinal 
muscles should also be included. 


Our treatment technique has been to treat two 
areas at a sitting and to give treatments three times 
a week. Each portal treated is given 150 r. Each 
portal is treated three times so that the spine and 
sacroiliac joints receive a total dose of 450 r in about 
two weeks. We use portals as indicated in Figure 
5. Pain and stiffness are used as the indications for 
treatment.> If symptoms are localized to the sacro- 
iliac joints, we treat only this area and the lumbar 
spine. Usually there are symptoms referable to the 
entire spine. If no relief is obtained after a second 


Figure 4. Oblique views to demonstrate the apophyseal joints. 
This is a Stage II case (note ossification of paravertebral ligaments) 
yet the changes in the arophyseal joints are difficult to see and 
evaluate even though they are involved. 
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series is given, additional treatment is usually of 
no benefit. 

The amount of x-ray used is small, and if used 
judiciously may be repeated several times as exacer- 
bations occur without danger. Usually exacerbations 
will respond to smaller amounts of irradiation. Com- 
plications from the therapy are nil. There may be 
slight nausea or vomiting, but this is rare and of 
short duration when treatments are given three 
times weekly. A transitory leukopenia may occur 
but has never been sufficient to cause any concern. 
About 10 per cent of cases occur in women, in whom 
treatment over the sacroiliac area may cause steriliza- 
tion. One may try small doses, but if it is necessary 
to give as much as 450 r there is danger of perma- 
nent sterilization. Such treatment may be necessary 
if much pain is present. It should be done only 
after obtaining written consent of the patient. 


NEL, 5) 


Figure 5. Spinal s used in irradiation therapy of Marie- 
Strumpell Arthritis. Portal No. 1 is 15x15 cm. and other portals 
are’ 10x20 cm. These portals are 5 cm. narrower than those we 
originally used but we have seen no difference in the results obtained. 


We have made an evaluation of our results from 
x-ray therapy based on the subjective response of the 
patient. The only objective findings available would 
be an increase in the range in motion and evidence 
of improvement of the involved joints by x-ray. As 
the patient improves there is definitely an increasing 
range of motion. This is most prominent in early 
cases. Very early cases may also show improvement 
in the appearance of the sacroiliac joints on x-ray.! 
Subjective improvement has been reported as occur- 
ring in 70 to 80 per cent of the cases treated by 
x-ray.°.8 Twenty per cent may remain symptom 
free for over one year with one series of treatment. 
Fifty per cent objective improvement has been re- 
ported. After two or three series of treatments the 
remissions are of longer duration. 

The possibility has been raised that the improve- 
ment obtained is on a psychic basis only. This has 
been true in some other types of arthritis. Patients 
with Marie-Strumpell arthritis have been placed 
under the x-ray machine and allowed to think they 
were being treated but were being protected by a 
lead shutter.”:® In no case was there any significant 
improvement. Later actual x-ray therapy was given 
to the same patients with prompt significant im- 
provement. 

In the past four years we have treated 41 cases 
of Marie-Strumpell arthritis. Cases treated during 
the past six months were not included in this survey. 
Each patient has been contacted by letter. All but 
four have replied, answering questions which form 
the basis of all of our following data. It was assumed 
for the purpose of this study that the four who did 
not respond were unimproved. 

The sex incidence in this series is about the same 
as that reported by others. There are only four 
female patients giving a ratio of about one in ten. 

Three-fourths of the patients were from 20 to 40 
years of age, which are some of the most vital years 
of a young man’s life. Only two occurred under the 
age of 20. 


It was interesting-to study the duration of symp- 
toms. Almost 50 per cent of the patients stated that 
they had had symptoms for five years or more. Only 
four patients had symptoms of less than one year’s 
duration. This indicates that the progression of the 
disease is slower than usually thought. In some 
cases it was so slow that it would probably have 
“burned out” without extensive involvement even if 
not treated. One, of course, cannot tell ahead of 
time which cases will do this and which will progress 
relentlessly to total fusion. 

An effort was made to classify the patients accord- 
ing to the stages already discussed. We were fortu- 
nate in having mostly moderate cases. There were 
10 early, 27 moderately advanced and 4 far advanced 
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cases. The small number of advanced cases should 
he'p make our total results good. None of the far 
acvanced cases showed much improvement, while 
th benefit occurring in early and moderately ad- 
ve ced cases was about the same. 

-n evaluating the improvement he had received 
th patient was asked to indicate it as 25 per cent, 
5( per cent, 75 per cent or 100 per cent. An arbi- 
tr. y division was made. If the patient said less 
th 150 per cent, he was considered as unimproved. 
T > 10 per cent who did not answer the question- 
n: -e were also considered as unimproved. Since 
th -e were 33 patients with 50 per cent or more 
in oroved, we have had a good result in 80 per cent 
of the cases. This compares favorably with most 
re orted series. 

1s yet, no long term results have been reported, so 
it s not definitely known how long remissions last. 
Ou» of this series, 21 cases or 50 per cent have had 
good remissions lasting from one to four years. Nine 
patients of this group have had remissions lasting 
three to four years. The other patients who had 
good remissions had recurrences in about six months 
requiring additional therapy. There are several cases 
with considerable pain who now need another series 
of treatment. 

Our results are also in agreement with others’: ® 
who emphasize the importance of early diagnosis and 
early treatment. It is at this time that there does 
appear to be an opportunity to effect a permanent 
remission. If one waits for ligamentous calcification 
to confirm the diagnosis, the disease is far advanced 
and but little help can be expected from treatment. 
There is sufficient clinical evidence (spasm of back 
muscles, elevated sedimentation rate, etc.) and 
characteristic x-ray findings in the sacroiliac joints to 
make the diagnosis in the first stage and institute 
roentgen therapy. 


AUGUST, 1952 


373 


We do not know definitely whether the irradiation 
gives only symptomatic relief or has a define effect 
on the course of the disease. With a patient at hand 
this is of little importance when one can offer him 
a good chance of marked relief from his distressing 
affliction. 


Conclusions 


1. The diagnosis of Marie-Strumpell arthritis can 
be made from clinical findings and the x-ray appear- 
ance of the sacroiliac joints. 

2. Early diagnosis is possible and is essential since 
early treatment may effect a permanent remission. 

3. X-ray therapy is at present the treatment of 
choice but should be correlated with suitable ortho- 
pedic measures. 

4. X-ray therapy will bring about significant im- 
provement in about 80 per cent of cases. Exacer- 
bations may be controlled by additional therapy. 
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The experiences of a psychiatrist working in a 
university setting are in cettain ways unique with 
respect to the problems which one meets as well as 
because of the particular age group involved. In this 
fast moving world the status of mental health among 
college students may be of more than passing interest 
because of the potentially important role which these 
individuals may play later on in our society. Quoting 
from a recent educational advisory committee of 
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Psychiatry in a University Health Service” 
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Lawrence, Kansas 


the University of Kansas Academic Senate, “We 
must recognize that our colleges, by and large, 
educate for future leadership.” 

However disturbing this thought may be to our 
democratic yearnings toward equality of opportunity, 
and however distasteful we may find this thought, 
the fact of the matter is that a fairly long selective 
process lies behind every student, though not all of 
our college graduates will be in a position of leader- 
ship later on. While this may not be the theoretically 
intended goal of college education, nevertheless, 
many of the men and women in our universities 
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today will be the pioneers and leaders of tomorrow 
in politics, industry, business and science. In one 
form or another they will be forced to assume lead- 
ing positions in their respective communities, leaving 
the imprint of their personalities. With this in mind 
the work of a psychiatrist with this small segment 
of our population may be of interest. 

A few words may be in order about the admini- 
strative position of the psychiatrist in a university, 
with particular reference to the University of Kansas. 
As in many other activities, this determines to a 
certain degree how one functions. As in most uni- 
versities with a well developed health service, the 
psychiatrist is a part of the University Health Serv- 
ice, the clinical facility which takes care of all the 
students’ medical needs. Such a set-up usually oper- 
ates as a prepaid health insurance plan. The health 
fee paid by each student per semester entitles him 
to the free use of the clinic facilities which here 
includes the services of a psychiatrist. The matter 
of a fee for psychiatric services has been removed 
entirely from the patient-doctor relationship. It may 
well be necessary to modify this in the future, at 
least to a degree that in addition to the regular 
health fee, each student may have to pay a small fee 
for any psychotherapy which is beyond a certain 
minimum. If necessary this fee may be small and 
only a token of his personal contribution. 


Clinical Aspects 


As elsewhere in psychiatry the most important 
and main activity consists of clinical work with 
individuals, which here means diagnostic and psycho- 
therapeutic work with university students. To begin 
with, the problems are not basically different from 
what one finds elsewhere in clinical psychiatry. 
However, we are dealing with a specific age group, 
persons who are either still adolescents or what 
might be called post-adolescents. Consequently the 
main problems which one encounters are those either 
typical for adolescents or the concomitants of this 
particular stage of development. A great number of 
problems normally arise in adolescents which can be 
solved in a variety of ways, resulting in many accept- 
able adaptations to reality. At times, however, in 
response to additional environmental or intrapsychic 
stress, these problems become the source of symp- 
toms. 

One of the common problems of adolescence is 
the heightened intensity of striving for independence, 
accompanied by a reluctance, at least unconscious, to 
give up dependent gratifications, which often results 
in their denial. This is reflected in the frequent 
clinical problems of mild to severe hostility and 
resentment against parents, or such parental symbols 
as teachers, housemothers, etc. It is somewhat 
characteristic that such problems, when aired, often 
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are accompanied by an intense and highly charge 
affect. 

Another physiological problem of adolescenc: 
closely related to the first, consists of considerab! 
doubts and uncertainties in interpersonal relatior 
ships and difficulties in finding new emotional’. 
gratifying object attachments. The basic uncertaint 
centers around the important question, “Am 
wanted, am I accepted?” and manifests itself ofte 
in such symptoms as shyness, inhibition which ma 
go on to withdrawal, or to a variety of obsession: . 
doubting. It is, of course, not accidental that bot 
these problems are typical for adolescents and mz 
give rise to maladjustment. The adolescent, i. 
general, and especially the student who comes to . 
university, is faced with unavoidable transition fro: . 
a family group to new, less cohesive groups outsic - 
the parental home. This requires that new identif. 
cations be established so that one can feel accepte:' 
in new groups. 

The adolescent is also faced with the necessity o: 
forming new long range or immediate life goals. 
One of the frequent difficulties one encounters is, 
“What do I want to do?” Such motivational diffi- 
culty, if intensified, may give rise to symptoms of 
inability to study or to concentrate, or even to 
scholastic failure. Often when real or subjectively 
felt parental pressure plays a role in the decision to 
go to college, the defective motivation will soon 
show up. Strong resentments against parents and 
difficulties to identify smoothly, seem to play a role 
when defective motivation develops. 

Another difficult area for adolescents is that of 
overt sexual problems. Concern over heterosexual 
relationships, masturbation, homosexual problems, 
doubts as to potency, which of course are only the 
surface rumblings, is understandable if one considers 
that the 17 to 22 year old is close to those sources of 
anxiety which play such an important role during 
infancy and puberty, and at the same time he is 
constantly confronted with the necessity to cope 
with his sexual desires. 

These are just a few examples of the great variety 
of problems which one encounters clinically, and 
there are many more which could be added. Needless 
to say, in a university, we are dealing with a group 
which generally is characterized by fairly high intel- 
ligence. This, of course, makes it more likely that 
the patient can successfully participate in psycho- 
therapy, though this definitely does not mean tha‘ 
psychotherapy cannot be successful in lower IO 
groups. In general the desire to get treatment seem: 
to be a very strong one among students. It has re. 
peatedly been observed that in many of our patient: 
who develop psychiatric symptoms, the external © 
internal psychological precipitating factors wer: 
relatively close to the conscious surface, perhap: 
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because they stem from more recent life events. 


This makes such an illness more easily accessible to’ 


the therapeutic approach and, at the same time, 
makes for a generally more acute and milder sym- 
tomatology. As a result of this, short term therapy 
is often successful, and patients respond to therapy 
in the course of 10 to 30 hours. 

Not only does one see a high percentage of fairly 
acute symptoms, but certain symptoms are more con- 
spicuous. For instance, various degrees of depression 
are common, either appearing alone or accompanied 
by other symptoms such as somatic manifestations 
of anxiety or various degrees of anxiety states. 
Obsessional fears or phobias have been encountered 
fairly frequently, and often it is very difficult to 
distinguish between an anxiety hysteria and more 
acute obsessional fears. 

Various somatization symptoms such as headaches 
and gastrointestinal troubles are also quite common. 
They often are still associated with the tension and 
anxiety which originally was connected with them 
and are not yet in the stage where this anxiety has 
been isolated or suppressed. In the case of severe 
headaches, for instance, it has been observed how 
an almost explosive-like discharge of affect and 
tension is accompanied by a relief from symptoms. 

Only occasionally one finds rather superficial 
dependency problems which are expressed in the 
form of mild symptoms and probably are the main 
motivating force in the desire for therapy. We have 
seen a certain number of patients who could be 
classified as schizoid characters or who are early 
schizophrenics. Often we have noticed how in a 
university, schizophrenics may do very well with a 
little supportive therapy. In this connection, we 
learned that the incidence of schizophrenic disorders 
seems to be disproportionately higher among gradu- 
ate students. It appears that the various graduate 
schools seem to afford a convenient shelter for 
schizophrenics to avoid reality problems. There they 
seem to feel more comfortable and often make excel- 
lent contributions pursuing scientific investigations 
or creative arts. 

Mental Hygiene Aspects 

In addition to working with individual students it 
is possible to make a contribution to the general 
mental health and the overall adjustment of the 
students if one works with faculty members with 
whom the students have frequent contact. This is 
not unlike the situation in the Army during World 
War II, where one tried to reach leaders and other 
key personnel, once it was recognized that morale 
and adjustment depended to a large degree upon 
their relationship to their men. 

There are many possibilities in a university where 
a psychiatrist can be useful along these lines. One 
such possible approach consists of frequent con- 
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ferences with the deans of men and women to discuss 
problems as they reach their offices. This is done 
not only because of their close contact with students 
but here, as well as in most universities, adjustment 
problems often are referred to them and they usually 
do a good deal of counseling themselves. However, 
by no means do we think that a psychiatrist should 
get concerned with all their activities, but instead 
one should only strive to help with certain particular 
aspects which they want to bring to our attention 
and where psychiatry may have something to offer. 

Another such activity which has been started is a 
course of regular meetings with the housemothers 
of the various university houses. This was done on 
the premise that the housemother plays a potentially 
important role in the life of the student, not only 
because she often is a parental symbol but also 
because of her close contact with students and be- 
cause she usually exercises a certain amount of 
authority. Meetings with housemothers are informal. 
The psychiatrist simply attends some of their regular 
meetings and either attempts to utilize these sessions 
in a group therapy-like fashion or gives a brief 
presentation followed by a discussion. A combina- 
tion of both of these techniques has been utilized. 
The responses which echoed from these meetings 
ranged from enthusiasm to disapproval. 


A third of these preventive activities is con- 
cerned with screening of students who apply for 
scholarships to other schools, especially those who 
plan to go abroad. The merit of this is somewhat 
debatable but the chances are that an individual with 
a precarious adjustment may be worse off in a new 
and strange environment, though it is realized this 
is not necessarily always the case. However, a fairly 
large number of students go to Europe and South 
America every year, especially now when many uni- 
versities permit a student to get credit for the whole 
senior year in a European university. Should such 
a student suffer a psychotic break, as happened to a 
South American exchange student while he was at 
K.U,, he would be in a pretty difficult situation and 
probably be without adequate resources. 


The psychiatrist might also be concerned with a 
coordination of other available counseling services 
at the university. There are, of course, always a 
number of other places in a university where a 
student can go with his difficulties and where 
counseling is done. It is felt that a coordination of 
these resources would serve the students’ needs best, 
so that services like vocational guidance, marital 
counseling, and others can be utilized most effec- 
tively. Good working relationships with these serv- 
ices and avoiding the impression that psychiatry 
competes with their function may be useful. Such 
counseling will continue whether or not the medical 
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profession approves of it, and it may be better to 
work with them. One advantage to be gained from 
such cooperation is the greater likelihood that the 
more difficult problems and the ones that involve 
real psychopathology will be referred for psychiatric 
treatment. 

The Psychiatric Viewpoint in the General Education Process 

So far the role of the psychiatrist in a university, 
though it may differ in some specific aspects, is 
basically not very different from what one does 
generally in psychiatry or in the field of mental 
hygiene. There are, however, a few possibilities 
which one does not encounter elsewhere. In a uni- 
versity the psychiatrist has to work with a variety of 
other academic disciplines and has the opportunity 
to represent the psychiatric viewpoint in several areas 
within the general education process. 

It goes without saying that our meager knowledge 
of why people act as they do does not entitle us to 
think we know much about academic education 
and its needs. As a matter of fact, one finds very 
frequently among faculty members that they have an 
unusually accurate and excellent though chiefly intu- 
itive knowledge about emotional problems and that 
their viewpoint is very often identical with ours, 
except theirs is not couched in technical terminology. 
Nevertheless, in certain particular areas, especially 
in the field of biological and social sciences, psychi- 
atry, it is felt, can make a small contribution without 
any attempt to do more than that. Therefore, one 
can consider it part of the responsibility of a psy- 
chiatrist in a university to represent the psychiatric 
viewpoint within the educational process beyond 
the teaching of psychiatry to medical and social 
work students. It is important to keep in mind that 
no effort can or should be’ made to forcibly inject 
the psychiatric viewpoint. It can only be offered 
when it is invited or when it finds acceptance. 

Related to the general educational process are 
regular meetings with a group of graduate students 
and instructors in the Department of Education who 
are specializing in personal counseling, high school 
guidance work or vocational counseling. Such meet- 
ings have been held regularly for one year. As one 
would expect, we have encountered some resistance 
in presenting the psychiatric viewpoint here. The 
psychiatrist is a threatening person to such a group 
of counsellors whose basic philosophy about behavior 
is different from ours as they are not biologically 
oriented, However, we believe that such individuals 
can thus be helped to be better prepared for future 
counseling and guidance work, particularly those 
who work in schools and have to deal with behavior 
problems in children. 

Another such group where the psychiatric view- 
point has been presented is the Human Relationship 
Department. This department teaches courses in the 
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Schools of Business, Political Science, and Economics, 
and is concerned to teach students the importance 
of interpersonal relationships in business, industry 
and especially in various administrative fields. This 
includes the wide field of industrial relationships. 
Their philosophy is based chiefly on Elton Mayo’s 
teachings. In this group it has at times been possible 
to discuss certain problems as they arose in their 
classes or in their work in general from the psychi- 
atric viewpoint and to make a small contribution, 
especially in a discussion involving human behavior 
and human reactions. 

Another activity is only a potential for the future 
and is still in the planning stage. It has not been 
possible to put it into practice yet, but it is men- 
tioned here because of its future usefulness. It is 
felt a psychiatrist in a university has a responsibility 
to participate in the training of grade school and 
high school teachers. One could use a dual approach. 
Individual psychiatric evaluations of each future 
teacher would be one part. In cooperation with the 
school of education, such an evaluation would elim- 
inate those individuals who obviously and grossly 
are unsuitable to deal with children because of their 
own severe maladjustments or emotional difficulties. 
One would have to limit such drastic measures to a 
few of the severest maladjustments and could recom- 
mend individual psychotherapy to others before they 
qualify as teachers. It would of course be highly 
desirable to make an effort to help the student accept 
such a recommendation. 

The second aspect of such a project would consist 
of working in small groups with these students 
majoring in education. More or less, with the help 
of group therapy techniques, one then could answer 
their many questions about emotional adjustment 
and deal with their own tensions and anxieties. This 
would give them some understanding of their own 
difficulties and some general orientation about 
human behavior based on a personal experience in 
a group setting. It would not be unlike similar 
projects now being carried out by psychiatrists with 
teachers in school systems, only here it could be 
done with a younger group, before they became 
teachers and when they are still more accessible. 


Summary 


These are some of the activities by which we hope 
to make a small contribution within the general 
process of university education. Besides the clinical 
work most of these activities are in fields where 
human behavior is involved. However, the main 
activity of a psychiatrist within a university health 
service is clinical work with individual students, to 
help them deal with their individual problems and 
to bring about healing by psychological means when 
their health is impaired for psychological reasons. 
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Report of a 


Case with Slight Trauma from Boxing 
C. W. Hall, M.D., D. E. Eckart, M.D., M. E. Nunemaker, M.D., and R. A. Crawford, M.D. 


Subdural hemorrhage is sometimes caused by a 
rivial injury. Normally the subdural space contains 
ynly a small amount of lymph-like material and has 
.0 capacity for the absorption of blood, as does the 
derlying subarachnoid space. Acute subdural 
,emorrhage, according to McDonald, Green and 
ang, is rare and is suspected in a patient who, a 
ew days following recovery from unconsciousness, 
‘evelops focal signs and secondary loss of con- 
ciousness, and when diagnostic lumbar puncture 
eveals the fluid to be xanthochromic and under 
acreased pressure. Scott found five out of 100 
onsecutive patients operated upon for subdural 
.emorrhage to be associated with no history of 
‘rauma. 

The history of the beginning of treatment of 
acute subdural hematoma by surgical methods dates 
back to between 460 and 370 B.C. with Hippoc- 
rates. 

Hippocrates’ rule, with contusion of the head 
without fracture, was to operate the first day or two 
to prevent bad symptoms from developing. In about 
25 A.D. Celsus, a celebrated Roman physician and 
writer, established a rule to not operate until severe 
symptoms presented themselves. From Pott’s day to 
modern times the latter rule has been followed. 
Laurie reported about 1870 that after his 30 years’ 
experience, in cases in which extravasation existed 
as a principal lesion or as an important complica- 
tion, in only one could the operation have saved 
the patient; of the 17 patients operated upon, not 
one recovered. Infection was apparently the most 
common complication resulting in death. 

There has been a great deal of discussion on the 
classification of subdural hematomata. According 
to one classification, all hematomata that cause death 
are described as acute (Kennedy and Wortis). In 
another classification, cases of subdural hematoma 
that still show unhealed, er acute brain injury are 
placed in an acute group, the others being classed 
as chronic (Munro). In another classification, an 
acute subdural hematoma is regarded as the result 
of a severe head injury, usually with a fracture of 
the skull and more or less extensive brain laceration, 
whereas chronic subdural hematoma is considered 
to be unassociated with severe brain injury, and the 
history of trauma, as a rule, is slight or absent 
(Peet). 

Another classification puts them into three 
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groups: acute, subacute and chronic, based on se- 
verity and the time the clinical symptoms present 
themselves (Echlin). He stresses, however, that 
many patients suffering from collections of blood 
in the subdural space do not present an acute or 
chronic picture. 

Diagnosis of hematoma offers many pitfalls, as 
has been stated by all writers. Often less than half 
the cases may present signs properly indicating the 
side of the hematoma, a few cases may indicate a 
lesion opposite the side of the hemorrhage, and the 
others present no neurological findings that con- 
clusively localize the side of the hematoma. In 70 
patients described by Echlin, 29 presented signs 
correctly indicating the side; in 21 cases the neuro- 
logical findings were inconclusive; in 12 cases the 
signs pointed to a cerebral lesion on the opposite 
side of the hemorrhage. There were eight cases of 
bilateral hematoma. According to Kennedy and 
Wortis in their series, the dilated pupil was the 
most valuable sign, and in the event of operation 
the first trephine opening should always be on the 
side of the dilated pupil. 

The majority of writers agree that the signs which 
appear at a later date, especially if progressive, are 
of distinct value in making the diagnosis. Labora- 
tory aids that help in localizing the hematoma are 
few. Spinal puncture has value only in giving some 
idea of the prognosis and how much surrounding 
brain damage might have occurred. Marsh, Hjartar- 
son and Courville state that in their 13 cases of 
verified subdural hematoma, suppression of alpha 
activity in the EEG tracing may be helpful as a 
diagnostic factor and in suggesting the point for 
making the burr hole; however, because of the vari- 
ability in the tracings, this method cannot be en- 
tirely relied upon in establishing the correct diag- 
nosis. Scott, in reviewing the literature, agrees with 
this finding. 

The treatment for acute subdural hematoma as 
presented by most authorities consists of treatment 
of shock if present, lumbar puncture, dehydrating 
agents, caffeine sodiobenzoate (71 gr. every four 
hours), elevation of the head of the bed and re- 
moval of blood by surgical evacuation. Burr holes 
are made just anterior to and above each ear. This 
is adequate for nearly all acute hematomas. Echlin 
reports that it was necessary to turn a bone flap in 
only one case, which was to remove an organized 
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liver-like clot, 31 days old. Trephining has its ad- 
vantage in that it is simple, time saving, and allows 
one to expose both sides without undue shock. 
These openings may be used for ventriculography 
in the case of negative explorations. 

Kennedy and Wortis showed by autopsy that tre- 
phining results in adequate removal of blood or 
clots, refuting the idea that it results in incomplete 
removal of entrapped blood and that the blood re- 
maining in the subdural space might act as the 
nucleus for the formation of another clot. 

The mortality rate of these cases is in direct pro- 
portion to the amount of associated contusion and 
laceration of the brain that occurred at the time of 
the trauma. This is determined in part by clinical 
signs (deep coma and increasing temperature and 
pulse associated with respiratory irregularities and 
nuchal rigidity), and the laboratory signs of bloody 
spinal fluid under increased pressufe. 

In the series of Kennedy and Wortis, cases that 
underwent surgical treatment had an average mor- 
tality of 60 per cent. In cases where there was no 
operation, there was 100 per cent mortality. 

Report of a Case 

This 24-year-old white male laborer was training 
for a local Golden Glove tournament when he was 
struck on the right temple with a moderate blow 
that brought on temporary dizziness. He continued 
the bout and noted nothing more than a slight head- 
ache that persisted. That evening he noted nausea, 
vomiting, and increased severity of the headache. 
The symptoms continued with increasing severity 
with the additional symptoms of drowsiness and 
short periods of being irrational. 

On the third day a doctor was called and the pa- 
tient was admitted to the hospital in a semicon- 
scious condition with pulse 56, respiration 16, rectal 
temperature 99, and blood pressure 140/80. His 
physical examination was otherwise negative. Neu- 
rological examination revealed nuchal rigidity, bi- 
lateral choking of the disk, and hyperactive reflexes, 
but no localizing sign. Spinal puncture revealed a 


cloudy blood- tinged spinal fluid. The pressure was 


500 mm. on entering, and anwing pressure was 
140 mm. 


The patient improved following this spinal punc- 
ture. X-rays of the skull and cervical spine were 
normal. He showed gradual improvement with daily 
spinal punctures, until the sixth hospital day when 
he suddenly went into coma. Blood pressure in- 
creased to 170/80, and respiration to 24. The pulse 
remained unchanged. The first sign of localization 
occurred with dilation of the right pupil. Pulse and 
respiration gradually became irregular and the pa- 
tient developed generalized tonic convulsions. 


Operation was performed under sodium pentotha! 
and nitrous oxide-oxygen anesthesia. A trephine 
opening was made anterior to and above the right 
ear. The dura showed a blue discoloration and was 
under tension, bulging into the trephine opening. 
When the dura was incised, a large amount of dark, 
thick blood containing small clots was forcibly ex- 
pelled. There was immediate improvement in the 
patient's condition. The small bleeding vessels were 
coagulated and the wound was closed except for a 
small gauze drain. His postoperative course was 
uneventful. Aureomycin and penicillin were given 
as a precautionary measure against infection. 
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Nephroptosis* 
Alfred R. Sugg, M.D. 
Ada, Oklahoma 


Nephroptosis has been described for so long and 
.o often, and is so well known, that another report 
on the condition and measures for its correction 
vould not be expected to be hailed as news. It would 
eem that by this time the indication for the opera- 
ion of nephropexy and the technique for its 
ccomplishment should be at least as well standard- 
zed and accepted by most surgeons as is the opera- 
ion for goiter or gallbladder, to name only two. 
such is far from the case. 

I frequently hear heated and acrimonious debate, 
‘ven among urologists, as to the indications for the 
operation and even wider divergence of opinion as 
o the proper method of doing it. If the urologists 
annot agree, it is hardly to be expected that the 
aternists and others should approach the problem 
rom anything like a common point of view. 

For example, Horsley and Bigger’s text states that 
che operation is seldom indicated and remark that it 
formerly had great vogue for many symptoms 
caused by nervous conditions, stasis and other intra- 
abdominal lesions. Of course this was written at 
“low tide” but nevertheless is accepted as gospel by 
many. It is the inevitable reaction to the abuse of 
the procedure a few years previously. 

But low rating of nephropexy is not confined to 
these more or less antiquated texts. Modern essayists 
condemn the operation without reserve. 

The Mayo Clinic looks with a jaundiced eye on it, 
and only 21 pure nephropexies were done there in 
the decade 1935-1945—and their results even in 
this small well screened series were considered on 
the whole only fair at best. 

On the other extreme another group reports a 
large series with up to 98 per cent satisfactory results 
and one operator even said 100 per cent cures. Now 
100 per cent is a good score in any league and it 
would be fair to put that down as propaganda, or 
(what is equally misleading ) as a perverted opinion 
as to what constitutes success. 

With these and many other extreme pros and 
cons staring us in the face- when physicians like 
you and I start looking through the literature for 
help we meet only confusion and near chaos. It was 
for the sole purpose of trying to bring a semblance 
of order out of this state of confusion that I chose 
this subject to discuss with you today, and I do not 

elieve we have to bore with too big an auger to 
do it. Operations of many kinds and especially this 
one, like women’s hats, run to extremes. They simply 
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get in style and are done without too close scrutiny 
of the indications, and finally some one wakes up to 
the fact that results are poor and writes an article 
which throws the fashion’s trend into reverse gear 
and we go then to the other ridiculous extreme. A 
little horse sense is a mighty fine antidote for the 
disease of blindly following the leader. 

The chief reason for such conflicting reports and 
conclusions is that the two sides are not talking about 
the same thing—i.e., there is a poor definition of 
terms and that produces nothing but futile and sterile 
argument in any debate—much talk but little light. 

When we say the operation is a success do we 
mean (1) successful fixation, or (2) relief of the 
patient’s symptoms? 

It is quite possible to show a series of nephro- 
pexies with the kidney up plenty high and with a 
large percentage of the patients still complaining of 
their pain. On the other hand, in some’ cases when 
the fixation of the kidney leaves something to be 
desired so far as the postoperative pyelogram is 
concerned, we find the patient well and happy about 
his operation. As a matter of fact, poor relief of 
symptoms, especially pain, is due to the fact that 
the kidney is too well fixed. 


Nephroptosis came into the lime-light with vis- 
ceroptosis in general when the x-ray came into com- 
mon use. There was a wave of enthusiasm for 
tacking up everything that seemed to have slipped 
down a few centimeters and to attribute all sorts of 
symptoms to minor displacements of viscera—colon, 
stomach, uteri, kidneys, and even ovaries. The 
“floating kidney” was attacked on the slightest 
provocation. Failures were frequent and inevitable. 
Then the pendulum swung to the other extreme— 
“No good at all.” It’s a pity that medical styles 
change with as little reason as for changes of styles 
in women’s hats. We need here to strike a happy 
medium. Even pathological nephroptosis is often 
only one factor in the symptom complex. Much has 
been made in some quarters of the fact that after 
even successful nephropexy someone had to go 
further and do a gallbladder, ovary, appendix and 
what not. 

This criticism is, of course, justified, but to put 
the shoe on the other foot I have seen several cases 
where multiple intra-abdominal operations had been 
done, where even the “irritable colon” had been 
treated for years without success, and when proper 
nephropexy was done the patient was cured. It is 
inexcusable (though often it’s so) where the symp- 
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toms are clear-cut and the findings are conclusive 
enough to indicate ptosis of the kidney and its 
resulting complications are at fault, many of the 
patients have been treated for months and years and 
frequently have been operated upon for every sort 
of pelvic and abdominal condition without relief 
of any kind. 

The sad habit that is abroad in the land of labeling 
all vague complaints as neurotic is about to catch 
up with us. 

We all must know by this time that psychoneurosis 
isa fact. We have now compromised a little and label 
more patients psychosomatic. It’s my opinion that 
more exhaustive studies in this field will narrow 
the field of neurotics even more. One thing is certain 
—there is scarcely any more embarrassing situation 
than to have brushed off a woman for years with 
the usual palaver about her neurosis and then to 
discover her renal ptosis and have her recover com- 
pletely when it is fixed. The emphasis here is to 
think of the ptosis and try to evaluate it along with 
all other possible pathology and not try to make 
either more or less of the condition than it deserves. 
Don’t overlook malingering, however. I recently saw 
a patient who by every score should have been cured. 
She complained loudly until she succeeded in getting 
a pension, whereupon all symptoms vanished quickly 
and completely. 

Of course, the position of the kidney has no con- 
nection with its function. Its chief business is to 
rid the blood stream of unwanted products of metab- 
olism, and as long as it does perform that function, 
it makes no difference if it is behind your ear. The 
chief factor that determines whether a nephroptosis 
is surgical or not is the normal functioning of the 
kidney, and this function depends often upon the 
accompanying pathological conditions, such as peri- 
renal adhesions and fibrosis, aberrant vessels, rota- 
tion of the kidney, etc. 

Occasionally, as pointed out by Van Duesen, the 
very weight of the kidney itself, when it has been 
robbed of its normal supporting structures, produces 
sufficient pull on fibrous bands connected with the 
duodenum to produce definite and clear-cut symp- 
toms that are generally accepted as due to disturb- 
ances about the duodenum, or at least of the gastro- 
intestinal tract. 

If the ureter is fixed and the kidney movable, the 
urine is requiredsto flow uphill, around the curve, 
and down to the bladder. This will not go on for 
long without some chronic back-pressure, stasis, and. 
the resulting infection which most frequently serves 
to bring the patient to the physician’s office. 


One of the most practical suggestions I can offer, 
therefore, in connection with nephroptosis, is to ad- 
monish you to think about it. Once that is done and 
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a few simple procedures followed, the indications for 
surgery are not difficult to make out. 

Chronic pyuria will almost always result from 
stasis. Pyelectasis, or moderate hydronephrosis, will 
almost always be present from chronic obstruction, 
and these are really the basic pathological findings. 

Hydronephrosis will often produce pain. Flareups 
or acute exacerbations of chronic pyuria will produce 
the symptoms common to any infection. 

With a known ptosis, this chronic pyuria and the 
frequent exacerbations of acute infection, limited 
to this one side, are always required findings before 
pathology is certain. If there is also definite evidence 
of back pressure, evidenced by pyelectasis, and if 
there is pain especially when the patient is up and is 
relieved by lying down, if the hydronephrosis is 
progressing, and if the ureter is long enough to 
permit replacement of the kidney to its normal 
position, I hold these findings alone to be sufficient 
justification for nephropexy. The condition may be 
bilateral, but is by far more frequent on the right 
side. 

I doubt if there are cases limited to subjective 
symptoms alone which require surgery, because the 
situations described above will produce objective 
findings plenty soon, and until they are present it is 
folly to expect to clear up the ills of a psychoneurotic 
individual who has been told by some careless doctor 
that she has a floating kidney. 

How are these tests confirmed? An x-ray examina- 
tion of the urinary tract, with intravenous dye, 
being sure to do a flat picture before the dye, and to 
take one or more in the upright position, and to 
take a delayed film at least 20 minutes after the 
dye has been injected, is the first procedure. A 
normal kidney will be empty of dye in 20 minutes, 
or less. Disregard the degree of the ptosis, and look 
for evidence of infection and obstruction. 

Each case should be checked with cystoscopic 
examination and retrograde pyelograms, bilaterally. 

It is always wise before operating on a kidney to 
know for certain the condition of the non-operative 
side. It is of great importance to secure a divided 
specimen for microscopic examination, and it is 
particularly important to determine definitely the 
size and length of the ureter, else you may be em- 
barrassed by attempting to replace a floating kidney 
that in reality is an ectopic one; if, in that event, 
you are not embarrassed, you should be. _ 

Once the case has been carefully selected, and 
agreed that the ptosis is pathological and is pro- 
ducing morbidity, we are amazed to find an extreme 
divergence of opinion as to the efficacy of nephro- 
pexy. 

Pure nephropexy has a rather rare indication, 
since in the great majority of cases some other minor 
pathology is present. For example: rotation, peri- 
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ureteritis, fibrotic band, aberrant vessels, etc., are 
given sufficient status to take the credit for part of 
the symptomatology, rather than attributing it all 
to the ptosis itself. 

Having carefully selected the patient for nephro- 
pexy, the type of operation is, of course, of great 
‘mportance. I wish to present a method which is 
simple, safe, and satisfactory, requires no special 
equipment, no unusual surgical skill, and most im- 
sortant, as least will do little or no harm. 

I fully believe that when baskets, hammocks, etc., 
we used, even in the most skillful hands, many 
ailures will be inevitable. I likewise can see no 
»xcuse for traumatizing, injuring and perforating 
he kidney. 

If the ureter is sufficiently free, and a complete 
iterolysis should be done, removing all fibrous 
yands, aberrant vessels, etc., and if the case is really 
tosis, the kidney will easily fall into its fossa. The 
tick is to keep it there. 

You have seen mechanical devices of all sorts 
ased, and in my opinion the operation has so often 
‘allen into disrepute because of the attempts made 
‘0 artificially support the organ with these artificial 
and extraneous devices. 

If the kidney is sutured in an abnormal position, 
pain can be expected. There is no way of splitting 
the capsule, or perforating the kidney parenchyma 
itself, without inevitable damage, sometimes with 
serious complications. 

It is wise, therefore, to permit the kidney to fall 
as naturally as possible into the bed, and to depend 
on biological and natural processes to keep it there. 
To this end, the kidney is completely stripped of fat, 
especially the posterior surface, but the pedicle itself 
need not be so treated. Mild irritation of the capsule 
with gauze sponge hastens inflammatory adhesions, 
but care should be used not to injure the kidney. 

The next step: the kidney fossa should be stripped 
of fat, so that the kidney, when replaced, comes 
directly into contact with the muscle of the lumbar 
area. We have all used fat to prevent adhesions of 
tendons, and if not, we have at least used grease to 
keep the beans from sticking to the skillet. We 
cannot expect adhesions to form with a double 
layer of fatty tissue interposing. But when the fat 
has been removed, a very. shost time only is required 
to fix it, and if you do not believe it will stay fixed, 
undertake sometime a few months later to remove it. 
At the same time, it is not rigidly fixed, and slight 
movement on respiration is still possible. 

Gerota’s fascia, which has been opened to expose 
the kidney, is now plicated beneath the kidney in 
the most obvious manner. Of course, if this fascia 
had remained intact, and had not stretched, there 
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would be no ptosis in the first place, but this struc- 
ture is entirely too flimsy to produce a basket with 
enough strength and stability to hold the kidney up. 
It does, however, serve admirably to hold the kidney 
in position temporarily, especially with. the patient 
in bed during convalescence. 

It is important for the kidney to be placed in its 
natural position in the fossa, and no attempt should 
be made to force it to lie otherwise. It might be 
argued that the position, being somewhat abnormal, 
should be corrected, but the shape of the kidney, the 
length of the pedicle, scoliosis of the spine, and pres- 
sure from other abdominal organs, cannot be altered 
by the surgeon. It is better to try to get along with 
the inevitable and compromise rather than suffer 
complete defeat. 

The textbook picture, and a preconceived notion 
of what a pyelogram should look like, are poor 
criteria for our guidance, and postoperative pain is 
not a factor unless the organ is forced into an 
abnormal position with reference to its bed. 

One thing for sure, this method has done no harm. 
It is easy of accomplishment, and we have used it 
with great satisfaction for many years. Of course, 
our series is small, but it is large in comparison with 
those done in a large clinic where 400,000 operations 
are done, with only 21 nephropexies and with 50 
per cent success. 

Braasch at the Mayo Clinic says that the operation 
there is about 50 per cent satisfactory. In these 21 
cases, four different techniques were used, indicating 
they were satisfied with none. 

This method will produce a very much greater 
degree of success than that, and even if only 50 
per cent are cured it is all right since no mutilation 
or harm is done. As a matter of fact, I have yet to 
see a complete failure, and such partial failures as 
have been seen can often be accounted for by not 
having adhered strictly to the indications set out 
above for the operation. 

I have made no attempt to review the subject and 
give a lengthy bibliography. This is available to 
each of you. The series has been watched for several 
years, and the results are generally permanent. 

I believe we are making a mistake equally bac 
when we fail to select our cases with great care 
before operating, and on the other hand, when we 
neglect and forego a fine operation, simply because 
enthusiasts and fashions cloud the picture. 

The operation is my own adaptation of what 
Deming has taught for years. I have simply given 
you a report of my own experience for whatever it 
may be worth, and I will present a few films to sub- 
stantiate the report and a short movie of the tech- 
nique we employ. Fis 
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PRESIDENT’S PAGE 


Dear Doctor: 


Now that the feuding, fussing and fighting on both sides of the fence have been happily 
resolved to everyone’s delight, and the two candidates have been chosen along with their 
running mates for the good of the common man, one is entitled to retire to the shade 
and in the calm of the evening hold communion with oneself in order to calmly decide 
just what, if anything, may have been accomplished. 


The vagaries and wonders of American politics are possibly not to be understood by 
the average American whose job, after all, is to keep the wheels turning. It is not un- 
expected, we think, that there should be in some instance some heartfelt complaining, and 
some very valuable constructive criticism. Too often the author of a better way is placated 
with the solemn thought or suggestion that there is little that one can do about it. 


Here we believe is the place where one can be 100 per cent mistaken. It makes little 
difference if in one’s own heart he is conscious of the fact that in a gradually, but surely, 
deteriorating natural situation he is treated to long winded, boisterous, illogical, incon- 
sistent, and utterly false statements to the contrary, unless one resolves firmly and defi- 
nitely to do something constructive about the present predicament. 


This can be done by each of us as individuals if we have the necessary convictions and 
the initiative to try. 


In our opinion the only answer to the evils of the present day is more education of the 
public in matters of national importance. We believe that factual information and the 


development of a process of continuing education is the answer to a continuing depend- © 


able desire on the part of the masses to return to safe and sane governmental practices. 
Until that can be accomplished, we will of necessity sell our votes to the highest bidder. 


We, as doctors, can through the medium of our offices do an untold amount of good 
if we but take the time to further with short interviews such a program of education. 
This is good public relations. The thanks may be a bit slow in coming, but in the end 
will be none the less genuine. Some one has said that politics is a dirty business—how 
many of us realize that “dirty politicians” are elected by “good people” who don’t bother 
to vote. 


Your state society has a positive program concerning legislation. You should support 
it, and help in every way towards its materialization. It is founded on a major concept 
of the Society—better health for the people of Kansas—and as such it is consonant with 
the Kansas way, consistent with the public interest and in the American tradition. 
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Swords Into Plowshares 
here is a cartoon showing two cavemen dressed 
ir leopard skins. One, a huge man, leans on his burly 
cb. The other is slight. He is showing his friend 
a rudely made bow and arrow and says, “Look, I 
h. ve invented an instrument of warfare so horrible 
i: vill put a stop to war forever.” 
Ever since that dismal day inventors have con- 
aed their search for the superlative, the culmina- 
g instrument of total destruction. Through the 
..ts periodic announcements have proclaimed its 
sence in the form of the Gatling gun, the tank, 
son gas, T.N.T., the atom, and now the hydrogen 
nb. But inventors are still at work with dreams 
even deadlier weapons, and no single heartening 
‘dence appears to portend the dawn of an era 
ere swords will be beaten into plowshares. 
However we might feel, and surely there is suffi- 
cicnt evidence about us to justify a pessimistic view, 
the above statement is not strictly true. In a world 
of intrigue, of spies and counterspies, of treaties and 
the abrogation of treaties, of avarice and slavery and 
conquest—in such a world there live those to whom 
the lives of men are significant. 

The physician belongs to that group. There are 
many others also, but few whose lives present as 
dramatic a symbol of salvation, few whose achieve- 
ments demonstrate as clearly that the instruments 
of war can be turned to productive, worthwhile pur- 
poses. The physician need not be reminded of this 
fact. He has experienced it. He lives this fact. He 
knows its truth. 

The truth is recognized by everyone, but its 
tragedy lies in a matter of relativity. Destruction 
comes first, and after that is accomplished the phy- 
sician is sent out to salvage what he can. Radio- 
active isotopes for medical care came after Hiro- 
shima, not before. The emphasis is wrong. 

There could be no point to all this discussion ex- 
cept for a matter of idealism. Faith, if you please. 
Faith in the significance of man which dwindles 
like a trembling candle before the glare of war 
hysteria. But it doesn’t go out. It stays to kindle 
the light of a new and calmer day. That hope, stated 
simply, is just that man exists for some purpose 
other than slaughter. 

Philosophers, poets and prophets through the 
ages have all said the same thing, but their words 
haven’t stopped war. Economists and politicians 
have likewise failed, as have their treaties, their 
disarmament pacts, their negotiations. Fear has not 
been enough to turn the tide, so what is there left to 
be done? 

The answer is so utterly simple that it instantly 
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becomes impractical. It merely involves a new 
thought on the worth of a human being. It extends 
into all phases of life the idealism now found in 
the practice of medicine. It is the saving of life 
instead of destruction. It is building schools in- 
stead of battleships. It is the construction of safe 
highways instead of war factories. It is the atom 
bomb used for industry and for healing the sick. 

In the dim, vague future, perhaps. It cannot be 
done today, but it can be started. Governments 
founded on fear or on conquest cannot introduce 
this change, but a new idealism in the minds of a 
people can change government. Nothing can be 
accomplished until the people want it. 

So who is in better position to crusade for such 
change than the medical profession? This change is 
not pacifism, or isolationism. It is larger than either. 
It is an awakened idealism, begun by the medical 
profession to teach all persons the value of life. 
One-half the objective is accomplished through the 
practice of medicine. The other half is hard to 
define. 

Mix something of faith, a religious faith if you 
please, with something of pride in a person and he 
becomes confident and secure. Give him that type 
of security and he will carve his own destiny. There 
will be progress and there will be peace, but only 
after the other is accomplished, first by example 
and next through inspiration. The medical profes- 
sion through its peculiar position holds the key to 
this power. It needs only to be turned to open the 
door. 

Silly, you say? Perhaps, but how silly is what is 
happening now? 


Health Insurance Planks 

Although the complete platforms of the two major 
political parties received wide publicity at the time 
of the Republican and Democratic conventions last 
month, no special emphasis was placed on health 
insurance planks at that time. Since physicians will 
undoubtedly wish to study and compare these state- 
ments, they are printed below, without comment. 

The following paragraph is from the Republican 
platform. 

We recognize that the health of our people as 
well as their proper medical care cannot be main- 


‘tained if subject to federal bureaucratic dictation. 


There should be a just division of responsibility 
between government, the physician, the voluntary 
hospital, and voluntary health insurance. We are 
opposed to federal compulsory health insurance with 
its crushing cost, wasteful inefficiency, bureaucratic 
dead weight, and debased standards of medical care. 
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We shall support those health activities by govern- 
ment which stimulate the development of adequate 
hospital services without federal interference in local 
administration. We favor support of scientific re- 
search. We pledge our continuous encouragement 
of improved methods of assuring health protection. 

The platform adopted by the Democratic Party 
contains the following health insurance plank. 

We will continue to work for better health for 
every American, especially our children. We 
pledge continued and wholehearted support for the 
campaign that modern medicine is waging against 
mental illness, cancer, heart disease and other dis- 
eases. 

Research: We favor continued and vigorous sup- 
port, from private and public sources, of research 
into the causes, prevention and cure of disease. 

Medical Education: We advocate federal aid for 
medical education to help overcome the growing 
shortages of doctors, nurses, and other trained health 
personnel. 

Hospitals and Health Centers: We pledge con- 
tinued support for federal aid to hospital construc- 
tion. We pledge increased federal aid to promote 
‘public health through preventive programs and 
health services, especially in rural areas. 

Cost of Medical Care: We also advocate a resolute 
attack on the heavy financial hazard of serious illness. 
We recognize that the costs of modern medical care 
have grown to be prohibitive for many millions of 
people. We commend President Truman for estab- 
lishing the non-partisan commission on the health 
needs of the nation to seek an acceptable solution of 
this urgent problem. 


The Physician Draft 


The coming months will bring the problems of 
medical mobilization increasingly to bear upon many 
more Kansas physicians and communities. The 
seriousness of this situation is reflected in a state- 
ment issued by the Kansas Volunteer Advisory Com- 
mittee to Selective Service. It is not a pleasant pros- 
pect. Physicians will find their course of living 
altered, communities will lose doctors to the armed 
forces, the Kansas Plan will be interrupted. 

This story represents a forecast based upon the 
most reliable present information that can be ob- 
tained, and is presented to the physicians and the 
communities of Kansas at this time to enable those 
who will be affected to plan for the future with 
these facts in mind. Since your state advisory com- 
mittee cannot alter the course it is required to 
follow, it is giving you the complete picture at the 
earliest possible time. 

Category I (physicians with A.S.T.P. or V-12 
training and less than 90 days’ service in the armed 


forces exclusive of intern training) is about « - 
hausted on a national level. Those that remain h: ¢ 
for the most part been deferred for essential reas: s 
and cannot expect that situation to continue, rega |- 
less of community needs. In other words, the dei ~ 
ment was not granted as a benefit for the physic a 
but as an extension of time in which the commur y 
was expected to obtain a replacement. Their fail: 
to find another physician is now to be attributed o 
lack of effort and, except for rare instances, th ¢ 
Category I physicians will be ordered to duty in : :¢ 
near future. Requests for extension of deferme: :s 
will generally be denied, unless the community . is 
shown continuous and unsuccessful efforts to obt: n 
a physician. 

Category [1 (physicians with A‘S.T.P. or V- 2 
training who have served more than 90 days but |: ss 
than 21 months with the armed forces) represe: :s 
a small number. They will soon be called to active 
duty and the entire category will become exhaust«d 
in a very short time. 

Category III (physicians who have not served 
with the armed forces subsequent to Pearl Harbor ) 
will be the next group called. This will begin by the 
first of the year or earlier. They will shortly be 
directed to take their physical examinations for the 
purpose of classification. Other things being equal, 
the youngest will be called first. 

Category 1V (physicians who have served with the 
armed forces since the beginning of World War II) 
will not be called until Group III is exhausted, and 
presumably they will,not be needed at all unless the 
induction rate increases. When called, these veterans 
will return to active duty in the inverse ratio of the 
length of. time they have served. 

The medical schools of this nation are currently 
graduating something over 7,000 physicians an- 
nually. The majority of these, perhaps 70 per cent, 
are veterans who will be classified in Group IV. Of 
the remainder, a considerable number are women, 
foreign students and men who cannot meet the 
physical requirements to enter service, so only a 
relatively small group of new graduates will fall into 
Group III. There are almost none in I and II. There- 
fore, this will not continue to be a significant im- 
mediate source for medical officers. 

Medical reserve officers with more than 21 months 
service are not being recalled at this time, except in 
rare instances where an individual physician is 
needed because of his peculiar training or experienc: 
or because he is in the organized reserves. This group 
is already in service and may be recalled wheneve 
conditions require. 

The general situation has altered at this tim 
because Group I has been exhausted and becaus 
the first large number of medical officers to hav 
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‘ved in the Korean conflict are being released 
cing the coming fall. They must be replaced 
2 gely with physicians in Category III. 

During the months to follow the Journal will carry 
+ - mames and addresses of the medical officers from 
~ asas who expect to be released. It is suggested 
: physicians or communities who desire additional 
dical help write to these officers. As time con- 
aes this will become the most useful source of 
ysicians for Kansas and finally, but not at once, 
uld balance the loss suffered under the mobiliza- 
1 effort. 
‘uture deferments may be granted, as in the past, 
ir situations where an area would suffer because of 
t' loss of a physician. Too many communities 
n >takenly consider such action as permanent, which 
it s not. It is an extension of time to permit the 
< amunity to obtain another physician, and it is 
hing more. Following one deferment and rarely 
econd, for truly unusual conditions, the physician 
| be called to duty even if his essential status 
nains unaltered. 
Communities are further advised against consider- 
in: replacement by physicians in Categories I, II or 
Ili as adequate since these, if physically acceptable 
to the armed forces, are just as vulnerable for service 
as the physician they lost. 

Many doctors inquire concerning whether or not 
they should voluntarily apply for a commission. This 
is a difficult question to answer since the decision 
must rest with the individual involved. The factors 
influencing his decision are simple, as follows: 

All eligible physicians will be called to serve in 
approximately the order cited above. The Kansas 
Volunteer Advisory Committee has no power to 
exempt anyone from such duty. It acts only on the 
basis of community hardship to determine when a 
physician shall go. This committee may temporarily 
delay but never prevent his entry into the armed 
forces. 

The physician who becomes a reserve officer may 
generally select the service he prefers. He receives 
the considerable advantage of a bonus income and 
is still eligible to deferment if such request appears 
justified. So within those considerations, the indi- 
vidual must make his own decision. 

The Kansas Volunteer Advisory Committee is 
sending the following letter to the Chamber of Com- 
merce, or other responsible citizens, of each of the 
10 or so communities in this state where a physician 
has been deferred. It is reprinted here to advise the 
medical profession and to invite physicians to sub- 
mit to these communities the names of medical 
officers about to become separated from service. 
The letter follows: 

The information in this communication is of great 
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importance to you and to your community. Please 
read it carefully and completely. 

The Kansas Volunteer Advisory Committee to 
Selective Service, after consultation with the local 
advisory committee of your community, has re- 
quesped for deferment for Dr. 
It must be under- 


Service Separations 

As a service to physicians and communities in 
this state desiring additional medical personnel, 
the Journal of the Kansas Medical Society will 
publish in this column each month the names of 
medical officers who will shortly be separated 
from the armed forces. These are men who vol- 
unteered from Kansas, and many of them will 
probably be interested in finding locations in this 
state. Anyone interested in contacting these phy- 
sicians may write to the address here given. 


Robert W. Meyers, M.D. 
210 South Pine 
Newton, Kansas 


Joseph E. Seitz, M.D. 
Wakeeney, Kansas 


John L. Weaver, M.D. 
4206 Prairie Lane 
Mission, Kansas 


George A. Westfall, Jr., M.D. 
Hertzler Clinic 
Halstead, Kansas 


Niles A. Borop, Jr., M.D. 
U. S. Army Hospital 
Camp Carson, Colorado 


Herbert Bunker, Jr., M.D. 
U. S. Army Hospital 
Fort Riley, Kansas 


Charles C. Gilkey, M.D. 
1731 Clay Street 
Topeka, Kansas 


Charles R. Hopper, M.D. 
172 Artillery Loop 
Fort Sam Houston, Texas 


Edwin R. King, M.D. 
1708 First Street, N.W. 
Washington 1, D. C. 


Harold Korner, M.D. 

U. S. Army Hospital 

Branch U. S. Disciplinary Barracks 
Lompoc, California 


Walter J. Nowers, M.D. 
305 Handy Circle, Van Horne Park 
Fort Bliss, Texas 


Robert L. Stevens, M.D. 
Oskaloosa, Kansas 


Richard C. Tozer, M.D. 
Winter V.A. Hospital 
Topeka, Kansas 


Robert Weimer, M.D. 
206 Third Street 
Fort Leavenworth, Kansas 
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stood that this request is for a temporary period of 
be declared available as soon as a suitable replace- 
ment is obtained. Public Law 779 states and the 
Selective Service System has repeatedly declared that 
all doctors in Priority I, II and III will have to serve a 
tour of duty in the armed forces. Therefore, it is not 
a question as to whether they will serve, but when 
they will serve that tour of duty. There are not and 
cannot be any permanent deferments. Dr. ................ 

The deferred classification that we requested for 
is therefore for the single 
purpose of permitting you and your community a 
period of time to obtain a replacement for your 
doctor. It is not the responsibility of the Kansas 
Volunteer Advisory Committee to find you a doctor. 
Neither is it the responsibility of the Kansas Medical 
Society to find you a doctor. It is your responsibility. 
We will be glad to aid you to the extent of our capa- 
city, which is indeed quite limited. 

The main sources of doctors are the institutions 
where they are now in training (hospitals accredited 
for intern or resident training) and those doctors 
who are currently or will soon be released from the 
armed forces following the completion of their tour 
of duty. Do not enter into agreements with doctors 
who are in Priorities I, II or III as they are service- 
liable and cannot be declared essential just because 
they choose to locate in a community where a doctor 
is needed, either as a replacement or otherwise. 
Doctors may also be obtained through advertisement 
in the medical journals and requests through place- 
ment bureaus. 

The time to start looking for a doctor is now. Do 
not expect to find one two weeks before the defer- 

Many of the communities for whom we have 
recommended a deferred classification for their 
doctor have made no concerted efforts to obtain a 
replacement. Therefore, the Kansas Volunteer Ad- 
visory Committee hereafter will declare each Priority 
I, II and III doctor available at the end of his defer- 
ment unless the members of his community can 
prove that they have made a continued and con- 
scientious effort to obtain a replacement and that 
this effort has been unsuccessful. Remember please 
that we cannot consider a doctor in Priority I, II or 
III as an adequate replacement. 


FCDA Buys Blood Extender 
The Federal Civil Defense Administration ex- 
panded its emergency stockpile of medical supplies 
recently by placing the first order in this country for 
a completely synthetic blood extender. A contract to 
purchase 1,200,000 pints of PVP-Macrose was 
awarded to Schenley Laboratories. 
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The blood extender is being stockpiled becau = 
not enough blood or plasma is immediately availa 
to treat casualties resulting from even a single atom - 
attack on a metropolitan center in the United Stat: . 
Purchase of the extender does not in any way aff< 
the volunteer blood donor program carried on by t = 
Red Cross. 

PVP-Macrose was discovered in Germany in 19 
and was used by the Germans in treating more th. 1 
500,000 battle casualties of World War II. It b 
been used experimentally at a number of hospit. 
in this country for more than a year. 

The synthetic product has been found to be sat. - 
factory in the emergency treatment of shock due 
trauma, surgery, hemorrhage or burns. Injection 
the blood extender in sufficient amounts will mai: - 
tain circulating volume in an injured person for | ? 
to 24 hours. Chemically, PVP-Macrose is 3.5 per 
cent by weight of polyvinyl pyrrolidone. It is in 
fluid form and is bottled in a ready-to-administer 
500 cc. container. 

While the product cannot duplicate the physio- 
logical functions of human plasma or whole blood, 
three advantages are found: (1) it is completely 
synthetic and can be made in virtually unlimited 
quantities at low cost; (2) it does not require refrig- 
eration or drying for stability and can be stored 
indefinitely in liquid form ready for use, and (3) it 
is well suited for use under disaster conditions as an 
emergency life saving measure during the first 12 
to 24 hours. Blood and plasma will still be required 
for continued treatment. 
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Charges for Radioisotopes 

The U. S. Atomic Energy Commission will charge 
20 per cent of production costs for radioisotopes to 
be used in the study, diagnosis or treatment of cancer. 
effective on July 1, 1952, ending the program of free 
distribution begun in 1948. More than $1,400,000 
worth of radioisotopes has been distributed. 

The free distribution program was established 
originally to provide a stimulus for exploration of 
methods of using radioisotopes against cancer. The 
field has developed so rapidly that certain clinical 
applications of radioisotopes now have become a 
matter of routine. 

Radioisotopes are being used in the study of 2 
number of other diseases, such as heart disease and 
hyperthyroidism. However, the full production cost 
has been charged for isotopes used in studies of dis 
eases other than cancer. 

A table showing the prices per millicurie whic) 
will be charged for cancer use, contrasted wit! 
charges for non-cancer use, lists radioiodine 131 a 
15 cents and 75 cents; radiophosphorus 32 as 2° 
cents and $1.10; radiogold 198 as 5 cents and 2: 
cents; radiocarbon 14 as $7.20 and $36. 


| 
‘ 
( 
1 
( 
‘ 
‘ 
é 
‘ 
s 
( 
‘ 


BLUE SHIELD 


Changing Public Relations Emphasis 


Chere are major differences between the benefits 
a: | contract provisions of Blue Cross-Blue Shield and 
ti se of insurance companies. This fact, together 
yh the tendency of the public to buy health insur- 
a e with its eyes closed, has led to a changing 
e phasis in Blue Cross-Blue Shield public relations. 


Che new emphasis is to throw the spotlight on the 
n jor differences in approach, benefits and con- 
t. cts. The old way was to tell our own story and 
h »e the public would find out for itself that Blue 
C »ss-Blue Shield has the best program. But, there 
vw san important weakness in the old approach. That 
w ikness was this: Only the few people who use 
th -ir contracts ever find out how to evaluate them. 


Hypothetical Case | 

An insurance company, if interested primarily in 
hizh profits, may offer to the public a contract with 
low benefits, many exclusions, and much fine print, 
and might easily enroll a great many people before 
the public understands what is happening. Let’s 
assume that such a company enrolled 100,000 people 
in Kansas on a low benefit contract which provided 
very inadequate protection for today’s needs in 
hospital and medical care. In the first place, the 
primary appeal would be based on the lower rates 
necessary for such a contract. During the first year 
less than 15,000 policy holders would have first hand 
experience with the contract. The other 85,000 
would go into a second year without having had any 
chance to evaluate their protection. Of those who 
used the contract, a large segment would have in- 
curred relatively small hospital and medical bills. 
On such bills the low benefit contract would have 
seemed fairly adequate. Therefore, perhaps less than 
five per cent of the total 100,000 policy holders 
would have had a chance to understand that their 
protection was inadequate. Incidentally, many of 
those who had serious cases would also learn that 
the company would not be willing to renew its 
policies. 

The fallacy in assuming that people will under- 
stand insurance protection. and_will consistently buy 
the right kind of protection lies in the fact that the 
bitter experience of the few does not reach the many 
very rapidly. 

New Advertising Approach 

In its new advertising approach Blue Cross-Blue 
Shield hopes to carry out an educational campaign 
designed to show the public how to evaluate insur- 
ance contracts before they buy. By setting up certain 
simple criteria for such an evaluation and by fre- 
quent repetition of these criteria, it is expected that 
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the public will learn to discriminate before it is too 
late. While this educational program has not yet 
been fully implemented, much of the campaign 
advertising during recent community enrollments 
has followed this new approach. The major theme 
in the new advertising will say in effect that Blue 
Cross-Blue Shield provides more for your money and 
gives you the best protection for your major needs. 
These statements will be documented with factual 
cases and statistical information which will show that 
Blue Cross-Blue Shield returns a higher dollar value 
to its members. Subsidiary themes will attempt to 
set up the criteria on which sound judgment may be 
based. Some of these points are as follows: 

1. A plan that offers service benefits instead of 
limited cash payments will better meet the indi- 
vidual’s need in serious cases. 

2. A plan should cover all types of illnesses instead 
of limited groups of illnesses. (For example, a great 
deal of public acceptance for special polio policies 
has been noted in the past several years. ) 

3. A plan which requires lengthy health state- 
ments and waiver of pre-existing conditions is likely 
to prove disappointing. 

4. A plan should be able to demonstrate low oper- 
ating expenses and consequently high dollar value 
in the form of benefits returned to members. 

5. A plan should be easy to use, free of red tape 
and the necessity for elaborate claim forms. 

The public relations department of Blue Cross- 
Blue Shield hopes to boil these basic criteria down 
into simple terms which may be easily understood 
by the public in order that a long range highly repe- 
titious public education program may be launched. 

Physicians are in an unusual position to help 
educate the public along these lines. It is our 
understanding that a great many doctors are asked 


by their patients what type of protection they should 


have. Here is an opportunity for the physician to 
steer people into a program that has consistently 
delivered services they said it would deliver and also 
the plan which has set its aims to cover needs of 
people rather than to make profits. 


Golden Belt Society Meeting 

A meeting of the Golden Belt Medical Society 
was held at the Manhattan Country Club on July 
10 with members of the Riley County Society as 
hosts. The afternoon scientific program was pre- 
sented by Dr. Andrew D. Mitchell of the University 
of Kansas Medical Center, who spoke on “Congen- 
ital Anomalies of the Genitourinary Tract,” and Dr. 
Thomas J. Luellen, Wichita, who discussed “Fluid 
and Electrolyte Balance in Medicine and Surgery.” 
A report of activities of the state advisory commit- 
tee was given by Dr. Henry N. Tihen, Wichita. A 
business meeting followed a dinner and social hour. 
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Case Reports from the University of Kansas Medical 
Center 
Tumor Conference” 


Ovarian Tumors 
Edited by H. I. Firminger, M.D. 


Dr. Helwig: The two cases to be presented are 
tumors of the ovary, one occurring in the premen- 
archeal and the other in the postmenopausal period. 
Questions concerning the clinical diagnosis in each 
case were answered by surgical intervention and 
pathological examination. 

Case No. 52-57 

C. R., a 22-month-old white girl, had a cough, 
fever and rhinorrhea of two weeks’ duration, which 
abated about April 15, 1952. On April 27 the 
child developed fever and increased irritability, fol- 
lowed by abdominal distention and abdominal pain 
on April 28. The pain increased, vomiting occurred 
twice on April 29, and intermittently profuse per- 
spiration was present. During her present illness 
stools had been few in number and small in size. 
Physical examination revealed an acutely ill child, 
pale and moderately dehydrated. The temperature 
was 102°. The ear drums were slightly injected 
and the pharynx was erythematous. The chest was 
clear but breath sounds were coarse. The abdomen 
was moderately distended, questionably tender, and 
a suggestion of a mid-abdominal mass was present. 
The bowel sounds were few and faint. 

The child was given fluids and antibiotics, and 
decompression was attempted. The abdominal dis- 
tention increased, interfering with respiration. Para- 
centesis on May 2 revealed about 600 to 750 cc. of 
a serosanguineous fluid, following which a firm 
abdominal mass was palpated in the left lower quad- 
rant. The patient was taken to surgery on May 3 
for removal of the tumor. 

Dr. Kittle: This case was particularly interesting 
because of the difficulties it presented in diagnosis. 
No one who saw the child on the first evening had 
any hesitation in stating that she did, in all prob- 
ability, have a diffuse peritonitis, with perhaps a 
secondary paralytic ileus. The presumptive diag- 
nosis was acute appendicitis. The rather vague his- 
tory of nausea and vomiting was not a predominant 
feature and, in addition, the child had had a bowel 
movement each day, although the bowel movements 
were less than usual in quantity and slightly loose. 
We did not think that there was any degree of 
mechanical obstruction and we decided to observe 
the child. 

“Cancer teaching activities aided by a grant from the National 


Se ed Institute and the Kansas Division of the American Cancer 
jociety. 


During the next several days there was no furt! ‘r 
evidence of mechanical obstruction. There was 0 
hyperperistalsis, which one would expect proxin 1] 
to an obstruction due to a volvulus, a cyst or « i- 
hesive band causing obstruction; in addition, ¢ 
child did not vomit even before we passed a tu 
for decompression. Finally, on the fifth day, \ 
felt that there was free fluid in the abdomin.| 
cavity and did a paracentesis, which allowed easy 
palpation of a large mass in the left lower quadrant 
of the abdomen. 

In retrospect, we might have gained an earlier 
clue to the diagnosis if we had more carefully 
scrutinized the x-ray findings, because I think in 
looking at this child with her marked abdominal 
distention and comparing the distention with the 
amount of gas-filled loops which are present in the 
x-ray, that there was a great disparity between the 
two signs, so that one would have to assume that 
some other structure was causing her abdominal dis- 
tention. At the time of surgery it was an easy task 
to remove the large well-encapsulated soft mass 
which almost completely filled the space between 
the pelvic brim and-the costal cartilages. It was 
freely movable and pedunculated; there were no 
adhesions anywhere to the peritoneum, or to any 


Figure 1. Roentgenogram in case 52-57 revealing abdomic 
enlargement, gaseous distention of small bowel and a Miller-Abb« 
tube in the second portion of the duodenum. 
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other structure. We surveyed the liver and other 

org:ns within the abdomen and there was no evi- 
e of metastasis. 

was evident at the operating table that this 

occupied the usual position of the left ovary, 

i che left fallopian tube passed into it. The right 

, appeared normal, as did the uterus and the 

f the female genital organs. There was torsion 

xe pedicle of the tumor with a large bulging 

y rrhagic area beneath the capsule (Figure 2). 

undoubtedly caused the clinical symptoms sug- 

‘ ag acute appendicitis. Twisted ovarian cysts 

been reported in children as young as four 

hs of age. The diagnosis in such cases is 

ly confused with appendiceal abscess.! The 

‘ nce of a sanguineous or serosanguineous fluid 

e peritoneal cavity is the most suggestive find- 


vuld we have the roentgenologic findings? 

-- Weed: The film taken the second day of 

after the Miller-Abbott tube was passed, shows 
acc | in the stomach and the tip apparently in the 
seco id portion of the duodenum (Figure 1). There 
is si .all bowel gas collected into the central portion 
of tie abdomen. A film four days later shows the 
tip of the Miller-Abbott tube at about the same 
level, yet there was some passage of gas on into the 
the colon. 

Dr. Boley: On pathologic examination this tumor 
grossly was approximately 9 x 7 cm. (Figure 2). 
The tumor was well encapsulated, but the capsule 
was thin. It did not show the prominent blood 
vessels that so many malignant tumors have. In 
part it was hemorrhagic but this area was not well 
demarcated from the greater part of the tumor. The 
rest of the tumor was gray to white, with somewhat 
of a brain-like consistency, and there were small 
cysts scattered throughout the tumor. 

Microscopically two types of cells comprised the 
tumor; one was elongated and spindle-shaped, often 
arranged in bundles, the other more plump and epi- 


Figure 2. Cut section of partly hemorrhagic ovarian tumor in 
Case 52-57. 
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thelial in character. The multiple small cysts noted 
grossly were usually lined by the epithelial type 
cells arranged in a radial pattern about the lumen. 
Fat stains reveal small fat droplets in the stromal 
cells in some areas, but it is not uniform throughout 
the tumor. As to mitoses in the tumor, the ones 
that I have been able to find are in the epithelial 
cells lining the cysts rather than in the stroma. 
There were almost none in the stromal element. I 
was inclined to think that this tumor was com- 
posed of a combination of granulosa and theca cells, 
and I would like for Dr. Stoddard to present a dif- 
ferent view of it. 

Dr. Stoddard: I think this tumor may belong to 
the group of functional ovarian tumors just men- 
tioned by Dr. Boley. However, Dr. Boley and I agree 
that the cysts in this large tumor have not yet been 
thoroughly sampled. They might perhaps be serous 
cysts or epithelial structures indicating that we deal 
with a teratoma. A few teratomatous elements some- 
times are found in large ovarian tumors after ex- 
tensive searching.* I think that is a possibility that 
should not be overlooked. 

Dr. Stowell: Would Dr. Stoddard comment on 
the frequency of finding both theca and granulosa 
cells in tumors of this kind, if one cuts a sufficient 
number of blocks? 

Dr. Stoddard: If one makes lantern-slide size 
sections or cuts many blocks, it is frequently possi- 
ble, I think, to find all the described histologic vari- 
ants of granulosa cell tumor in one tumor; so all the 
descriptions of patterns from one tumor to another 
are really pointless. Also, thecal areas often are 
found in granulosa cell tumors, especially about the 
follicle-like cysts lined by granulosa cells. Never- 
theless, many tumors are either predominantly epi- 
thelial, that is granulosa cell, or predominantly spin- 
dle cell, that is, thecal. Fat may be found in both 
kinds of cells. In fact, if one has frozen sections 
from a number of different places—guided by the 
areas that are yellow—he usually finds a few areas 
that are luteinized. So I don’t see much point in the 
separation of luteoma from granulosa cell tumor. 

Dr. Helwig: Might we not occasionally have one 
that is almost purely luteal? 

Dr. Stoddard: Well, yes, and I think that the best 
example of that that I have seen is folliculome 
lipidique. That tumor has a number of follicles, and 
the cells lining the follicles are luteinized granu- 
losa-type cells. 

Case No. 52-59 

M. F., a 65-year-old colored woman, was admitted 
to the hospital on March 17, 1952, with a ‘history 
of regular menstrual periods every 28 days until 
1945, when she became amenorrheic for one year 


* Additional sections subsequently revealed typical granulosa cells 
lining a number of the cysts. 
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and then had menstrual periods two to five months 
apart with a scanty flow for 5 to 20 days. The last 
episode of spotting was in August, 1951, with a 
scanty flow, and there had been no spotting since 
that time. Pelvic examination revealed a moderate 
sized firm uterus pushed anteriorly by a rather 
large firm mass in the cul-de-sac. This patient was 
thought to have a large fibroid uterus, but at opera- 
tion this mass turned out to be a tumor of the left 
ovary. The right ovary was normal. Total hysterec- 
tomy and bilateral salpingo-oophorectomy were 
done. The patient was dismissed on April 6, 1952. 

Dr. Helwig: Did you see any breast changes? 

Dr. Hunter: None at all. 

Dr. Boley: Grossly this tumor weighed 413 
grams and was 3 x 4 x 9 cm. On cut section the 
tumor had a yellow color and a fibrous consistency. 

Microscopically the tumor is composed of spindle 
cells that tend to be arranged in bundles and sheets. 
In some areas it seems as though the nuclei were 
tending to palisade, leaving little acidophilic or 
cytoplasmic processes that have been described in 
some of these tumors as hyaline-like bodies. The 
fat stain reveals areas in which there are numerous 
small droplets of fat in the cytoplasm of the tumor 
cells; these cells resemble theca cells. 

The endometrium in this case was of some in- 
terest. This elderly woman should have had a thin 
endometrium; instead, she had a moderately thick 
endometrium. The stroma is not quite as cellular 
as in a typical Swiss cheese hyperplasia; neither is 
it as fibrous as most endometria of women of this 
age. The glands vary in size and show pseudo- 
stratification and crowding of nuclei. I think we 
can say this is a hyperplastic endometrium which 
is compatible with an ovarian tumor of the theca 
cell type. 

Dr. Helwig: Is that lipid in her ovarian tumor 
doubly refractive as in other theca cell tumors? 

Dr. Boley: Yes, it is, Dr. Helwig. 

Dr. Helwig: Dr. Critchfield, will you discuss this 
case? 

Dr. Critchfield: This patient is a postmeno- 
pausal woman who came into the hospital with the 
complaint of bleeding, and she had a fairly large 
ovarian tumor. That combination, of course, de- 
mands laparotomy in most instances. 

I do think there are a few things that might have 
suggested the nature of this tumor. The theca cell 
tumor, along with the granulosa cell tumor, falls 
into the group of tumors that produce hyperestro- 
genemia. The fact that this woman had regular 
menses until she was 58 years of age, I believe, 
might in itself make us a little suspicious. Crossen? 
states that vaginal bleeding past the age of 50 years 
is probably abnormal, although we have seen normal 


’ ovulatory bleeding occur past 50. Certainly after 


55 years of age we become suspicious. Had we »ad 
a dilatation and curettage prior to operation, we 
would have found this hyperplastic endometr im 
and would then have been a little more satis: eq 
in our minds that we perhaps were dealing © ith 
one of the functioning feminizing ovarian tun: ::s. 
However, because of the apparent mass and >e- 
cause in the enlarged irregular uterus we feel iat 
we sometimes do not completely explore the ute ne 
cavity with a curette, we decided to do a laparot« ny. 

This tumor was a little unusual in appear: ce. 
When a cut section was made at the opera ing 
table, we saw the yellow color. That yellow c lor 
always makes us think there is lipid material, nd 
that always makes us think of granulosa cell turor, 
or possibly thecoma. The granulosa cell tumo: is 
merely one of the functioning feminizing tumors, 
and it is perhaps the most common of the various 
types. I think about 10 per cent of the solid ovarian 
tumors are granulosa cell tumors; according to some 
series, about four per cent of ovarian neoplasms are 
granulosa cell tumors. The thecoma itself derives 
from the theca interna cells, probably, in contradis- 
tinction to the granulosa elements, and there is a lot 
of discussion about the actual origin of these tumors. 
Novak? refers to them as the feminizing folliculo- 
mas because they all do apparently arise from rather 
early anlage. 

At any rate, the thecoma is a fairly rare tumor. 
Up until 1938 only about 22 cases were reported 
in the literature. Even though they are a little more 
common than that, our interest in them was not 
spurred until the present day endocrinological 
technics and observations began. They can be rather 
small; they can be undetectable on pelvic examina- 
tion. We had such a case here about a year ago, a 
tiny small focus in the ovary; however, it was ap- 
parently functioning. The textbooks usually describe 
these tumors as being from the size of a peach to 
the size of a baby’s head. They can occur at any 
age; however, they do occur predominantly post- 
menopausally. The rate of malignancy is rather 
low. There is one series I recall that puts the in- 
cidence of malignancy in these tumors at only about 
10 per cent. 

If we are fortunate enough to see thecomas occur 
premenarcheally or postmenopausally, it helps in the 
diagnosis. In a pre-adolescent girl with early somatic 
and sexual development and an ovarian tumor, we 
can relatively safely assume that on exploration we 
will probably find a functioning tumor. The same 
thing holds postmenopausally; many of these women 
actually exhibit so-called “reflowering.” Breasts be- 
come large, the vaginal endothelium becomes suc- 
culent and reveals estrogenic activity, and all of 
the signs and symptoms of what might be cal!ed 
a second adolescence occur. We can’t go entirely on 
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the occurrence of secondary somatic changes, how- 
ever, in making a diagnosis; we know that some 25 
(0 30 per cent of these tumors do not actually show 
estrogenic activity. That apparently has something 
« do with the ratio of the diagnoses of the granu- 
j.sa cell tumor as opposed to the thecoma, because 
oth the granulosa cell tumor and the theca cell 
mor apparently do contain both of the elements 
most cases. At any rate, if we see such phenom- 
1a postmenopausally, as we saw in this woman— 
at is, bleeding and a hyperplastic endometrium 
the presence of an ovarian mass—I think one 
ust consider the possibility of a feminizing tumor 
the ovary. 
In about 60 per cent of the cases, functioniny 
‘arian tumors occur during the reproductive epoch 
life. There the differential diagnosis preopera- 
rely may be a little bit more difficult. I don’t think 
is too important preoperatively, probably, but 
sually we find only a slight irregularity in the 
venses with variation in the amount and duratict: 
_: flow. In other words, the effect of these tumors 
. uring the reproductive epoch is usually to cause an- 
‘vulatory ovarian function with hyperestrogenemia 
«; distinguished from hyperovarianism, wherein all 
‘ae functional elements of the ovary are equally 
scimulated. The only thing we might see in a case 
of hyperovarianism is increased fertility and per- 
laps increased twinning and an increased incidence 
of dermoids or teratomas. 

In the present case perhaps the diagnosis should 
have been made, but in the absence of the curettage 
specimen I think as far as we could have gone pre- 
operatively was that this patient had a solid ovarian 
tumor. At this age perhaps we would not be tov 
far out on a limb in considering such a tumor as a 
possible ovarian carcinoma, but the factors pointed 
out should always remind one of a functioning 
tumor. 

This woman had a total hysterectomy and a bilat- 
eral salpingo-oophorectomy. The problems are easy 
in a postmenopausal woman, unless she is a poor 
operative risk. Unless we run into unforeseen dif- 
ficulties in surgery, I think the proper treatment in 
the postmenopausal or menopausal woman is to re- 
move her uterus, tubes and ovaries completely. The 
problem is a little bit different if we encounter 
such a tumor in a woman during her reproductive 
epoch of life. Granulosa cell tumors particularly 
have a habit of recurring. However, I think that 
the better judgment in such an instance would be 
to do an oophorectomy and then watch the patient 
closely, bearing in mind that granulosa cell tumors 
do recur, the other ovary may be involved, or may 
become involved, and may actually undergo malig- 
nant change. 

Dr. Helwig: I think it should be mentioned that 
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the functioning cell is the theca cell, and all of the 
work that has been done on extraction and isola- 
tion of the steroid has shown its deposition in the 
theca element, since the granulosa cell element, 
even when transplanted as Aschheim and Zondek‘ 
did, shows no estrogenic activity. So even though 
you are dealing with a follicular form tumor which 
looks almost wholly granulosa cell, if it is func- 
tioning the functioning element will be in the theca 
component. Now as to the malignancy, the figures 
vary all the way from 50 to 5 per cent. In 1945 
Jones and Te Linde? reported three cases, recurring 
18, 20 and 21 years after primary removal. The 
actual malignancy figures have not been worked 
out on any large series, so far as I know. 


Dr. Stoddard: Histogenetically all these tumors 
are from ovarian mesenchyme, so it is not surpris- 
ing that one may find granulosal, thecal and luteal 
elements in the same tumor. However, it would 
seem to me that this tumor deserves to be dis- 
tinguished from the mass of functioning, feminizing 
ovarian tumors. As I understand Dr. Boley, the 
tumor is a partially luteinized fibrous thecoma; and 
I think that kind of tumor, at least in my experi- 
ence and in the experience of others, is probably 
the commonest functioning ovarian tumor. Many 
times the tumor is small. Tumors of this type are 
less likely to metastasize than are tumors of the 
type usually thought of as granulosa cell. 

Dr. Helwig: Id like to say if there are only 22 
cases in the literature, there are a large number that 
have not been reported. Perhaps they are not being 
reported any more because they are fairly frequent. 


Student: I wonder if anyone has actually seen or 
knows of any reports of metastasis from this fibrous 
type of partially luteinized tumor? 

Dr. Helwig: The only malignant ones that I have 
ever seen have been a form of granulosa cell. I've 
never yet seen one of these act as a malignant tumor. 

Student: What does one usually see in the op- 
posite ovary, if anything? 

Dr. Boley: In this case there was some hyper- 
plasia of the stromal elements in the cortex, so one 
wonders if a diagnosis of bilateral theca cell tumors 
might be in order. 
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ACTIVITIES OF MEMBERS 


A feature story about Dr. R. R. Clutz, Bendena, 
was printed in a recent issue of the Atchison Globe 
in a section devoted to the Bendena community. 

* * * 

The Nelson Clinic, Manhattan, announces that 
Dr. Lew W. Purinton, formerly of Pleasanton, is 
now a member of its staff, specializing in internal 
medicine. Dr. Purinton is a graduate of the Uni- 
versity of Kansas School of Medicine and for the 
past three years has been resident physician in in- 
ternal medicine and psychiatry at the Colorado State 
Hospital, Pueblo. 


Dr. Lucien R. Pyle, Topeka, has been named to 
a four-year term on the Advisory Hospital Council 
to the Kansas State Board of Health. The appoint- 
ment was made by Governor Edward F. Arn. 

* * * 

Dr. Edgar F. Ewen, Chanute, began a fellowship 
in surgery at the Mayo Clinic, Rochester, last month. 
* * * 

Dr. Christine Thelen, Wichita, was elected direc- 
tor of the Fifth District for the Kansas Business 
and Professional Women’s Club at the organiza- 
tion’s convention held in Wichita last month. 

* * * 

Dr. A. J. Rettenmaier, Kansas City, was re- 
cently appointed to the newly created joint board 
of health for Kansas City and Wyandotte County. 

The Arkansas City Medical and Surgical Clinic 
announces that Dr. Ernest D. Erickson is now a 
member of its staff. Dr. Erickson recently completed 
a three-year residency in internal medicine in the 
University Hospital at Iowa City, Iowa. 

* * * 

Dr. Charles S. Davis recently reopened his office 
in Galena after an absence of 15 months while serv- 
ing in the Army Medical Corps in Korea and Japan. 

* * * 

Dr. Yale E. Parkhurst, Belle Plaine, has purchased 
the Laura Grant Home for the Aged at Udall. The 
home has facilities for 24 patients. 

* * * 

A feature story in the Florence Bulletin last month 
honored Dr. and Mrs. L. S. Wagar, who have lived 
in Florence for 50 years. Dr. Wagar retired from 
practice in 1944. 

* * * 

Dr. Henry Aldis, Shepherdstown, West Virginia, 
is becoming a member of the staff of the Main 
Street Hospital Clinic, Fort Scott, specializing in 
internal medicine and obstetrics. He is a brother 
of Dr. John Aldis, cardiologist at the clinic. 


Dr. Corbin E. Robison, Hoisington, recently er.- 
rolled at the Cook County Graduate School of Med: 
cine, Chicago, for postgraduate work. 

* * * 

Dr. William Burch, who has been practicing i 
Plains during the past year, was ordered to actiy 
duty with the Army last month, reporting at Sa 
Antonio. 

* * * 

Dr. George J. P. Gish, Frontenac, was the sul 
ject of a feature story in the Pittsburg Headlight o: 
July 7. Dr. Gish has been in practice for 52 year: 

* * * 

Dr. George L. Harrington, who was a residen 
at Winter V.A. Hospital, Topeka, in 1946 and ha: 
since been a member of the staff, was appointe: 
last month as assistant chief of professional services 
at the hospital. 

* * * 

Dr. C. W. Haines, Haven, announces that Dr. 
Robert C. Hull is now associated with him in prac- 
tice. Dr. Hull, as a’ student at the University of 
Kansas School of Medicine, served his preceptorship 
under Dr. Haines and recently completed his in- 
ternship at St. Joseph’s Hospital, Wichita. 

* * * 


Dr. M. Leon Bauman, director of the Wichita- 
Sedgwick County Department of Public Health, 
announces that Dr. J. S. Anderson of Salina is now 
on the staff as a resident in public health work. 
Dr. Anderson is the only such resident in this area. 

* * * 

Dr. V. E. Chesky of the Hertzler Clinic, Halstead, 
announces that Dr. J. W. Welch is now a member 
of the staff, specializing in surgery. Dr. Welch, a 
graduate of the University of Kansas School of 
Medicine, is also a dentist, having been graduated 
from Northwestern Dental School in 1943. 

* * * 

Dr. Robert S. Young, who has been practicing 
orthopedics in Fort Scott since 1949, went to 
Pueblo, Colorado, last month to be associated in 
practice with Dr. D. W. Boyer, chief surgeon for 
the Colorado Fuel and Iron Corporation. 

* * * 

Dr. Garland L. Campbell, Arkansas City, an- 
nounces that Dr. Edgar D. Hinshaw, a 1951 grad- 
uate of the University of Kansas School of Medi- 
cine who recently completed his internship at St. 
Margaret's Hospital, Kansas City, is now associated 
with him in practice. 

* * * 

Mercy Hospital, Independence, announces that 
Dr. Vernon M. Lockard and Dr. Frederick Walling- 
ford of Bartlesville are now in charge of the 
hospital’s department of radiology. 
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Dr. J. L. Lattimore, Topeka, was recently re- 
elected president of Kansas Blue Cross, and the 
following were re-elected to the Board of Direc- 
to:.: Dr. H. O. Bullock, Independence; Dr. Thomas 
P. Butcher, Emporia; Dr. G. E. Kassebaum, El 
D: ado. 

* * * 

dr. A. C. Mitchell, who has been practicing in 
C! de during the past year, closed his office July 1 
to degin a year’s postgraduate work at the Uni- 
ve ity of Kansas Medical Center. 

* * * 

Dr. B. C. Beal, Clearwater, recently became a 
m nber of the Sedgwick County Medical Society's 
5(. Year Club. 

* * * 

Dr. Robert L. Kasha, Wichita, announces that 
D Floyd B. Grillot is now associated with him 
in practice. 

* * * 

Or. Edward D. Greenwood, formerly director of 
the department of child psychiatry at the Men- 
niger Foundation, Topeka, was recently named 
special assistant to Dr. William C. Menninger and 
consultant in child psychiatry. 

* * * 

Dr. Yale E. Parkhurst, Belle Plaine, is a Repub- 
lican candidate for the office of coronor of Sumner 
County. 

* * * 

Dr. E. A. Nelson, Phillipsburg, began a lengthy 
vacation August 1 and is planning a tour of Europe. 
* * * 

Dr. Orville S. Walters announces that Dr. Wil- 
liam P. Hibbett is now associated with him in the 
practice of medicine and surgery in McPherson. 

* * * 

The Arkansas City Medical and Surgical Clinic 
has appointed Dr. John W. Franklin, formerly of 
the University Hospital, Iowa City, Iowa, to its 
staff. Dr. Franklin will practice internal medicine. 

* * * 

Dr. Lorin Dickelman, formerly of Port Huron, 
Michigan, is now serving as pathologist at two hos- 
pitals in Hutchinson, Grace and St. Elizabeth’s. 

* * * 

Dr. B. S. Morris, Quinter, has two new associates, 
Dr. Herman W. Heisterman and Dr. Carl C. Gunter. 
Both were graduated from the University of Kan- 
sas School of Medicine in 1951 and recently com- 
pleted internship at General Hospital, Kansas City, 
Missouri. 


* * * 
Dr. D. Cramer Reed, Wichita, announces that 


Dr. James T. Hamilton is now associated with him 
In practice. 
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Two physicians who were graduated from the 
University of Kansas School of Medicine last year 
recently jointed the staff of the state sanatorium in 
Norton, Dr. Vale Page and Dr. Arnold Pederson. 
Dr. Page served his internship at the Scott-White 
Hospital, Temple, Texas, and Dr. Pederson at Mercy 
Hospital, Des Moines, Iowa. 

* * * 

Dr. Edward E. Anderson, who has been affiliated 
with Dr. Clifford J. Mullen in the practice of oph- 
thalmology in Kansas City for the past five years, 
has established a private practice in Davenport, 


Towa. 
* * * 


Dr. David Rau, who completed his internship at 
Sacramento County Hospital last month, has joined 
the staff of the Longwood clinic in Stafford. 

* * * 

Dr. A. C. Eitzen, Hillsboro, announces that Dr. 
P. D. Ens is now associated with him in practice. Dr. 
Ens was graduated from the University of Kansas 
School of Medicine in 1951. 

* * * 

Dr. Horace M. Wiley, Garden City, announces the 
completion of a new building which will serve as 
a clinic for the diagnosis and treatment of cancer. 
His experience in that work includes three years 
on the staff of the Ellis Fischel State Cancer Hos- 
pital at Columbia, Missouri, and five years with 
the Sugarbaker Tumor Clinic at Jefferson City. 

* * * 

Dr. J. T. Swanson, formerly of Independence, is 

now radiologist at St. Thomas Hospital, Colby. 
* * * 

Dr. D. V. Conwell, Wichita, was recently elected 

a fellow of the American Geriatrics Society. 
* * * 

Dr. Robert L. Newman, University of Kansas 
Medical Center, has been invited to present a paper, 
“Some Observations on Serum Calcium and Phos- 
phorus in Pregnancy,” at the annual meeting of the 
American Association of Obstetricians, Gynecolo- 
gists and Abdominal Surgeons to be held in Hot 
Springs, Virginia, September 4-6. Dr. L. A. Calkins, 
also of the University of Kansas Medical Center, 
is president of the association this year. 

* * * 

Dr. Harold H. Jones, Winfield, has been ap- 
pointed clinical director of the State Training 
School at Winfield. 

* * * 

Dr. Philip C. Nohe has returned from Indian- 
apolis where he spent 18 months as a resident in 
orthopedic surgery at Indiana University Medical 
Center and Methodist Hospital. He is now in Kan- 
sas City, limiting his practice to orthopedic surgery. 
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Senior Thesis from the University of Kansas Medical School* 
Clinical Manifestations of Infections Caused by the Virus of Herpes Simplex** 
Robert S. Terrill, M.D. 


Kansas City, Missouri 


A common error is to think of the virus of herpes 
simplex as the cause of “fever blisters” and “cold 
sores” and to overlook the extent and variety of 
disease that it may on occasion provoke in man. 
The virus of herpes simplex is one of the most 
common infectious agents of man. At present, the 
virus is known to be the causative agent of six dis- 
ease entities, if all the various types of herpes sim- 
plex are included under one heading. The clinical 
conditions known to be due to this agent can be 
classified under diseases (a) of the skin, (b) of 
the mucous membrane, (c) of the eye, and (d) of 
the central nervous system. 

The clinical nomenclature employed for the des- 
ignation of the various manifestations of herpetic 
infection in man has been unsatisfactory. In the 
literature one finds such terms as herpes simplex, 
febrilis, labialis, recurrent herpes, idiopathic and 
symptomatic herpes. This indicates that in the past 
the classification has been based largely on clinical 
symptoms. 

Herpes simplex virus is relatively large, falling 
within the group having a diameter greater than 
100 milli-microns.! Inclusion bodies, found intra- 
nuclearly, were first demonstrated by Lipschutz in 
lesions of herpes genitalis and febrilis, and occur 
in the nuclei of those epithelial cells superficial to 
the vesicle. They are granular, eosinophilic, and 
measure from two micra up to the diameter of the 
nucleus itself. Several types of inclusion bodies 
have been described but only three varieties are 
worthy of mention: the “minute bodies” described 
by Da Fano; the Nicolau bodies, and the larger 
bodies of Lipschutz. The latter have the strongest 
claim to be regarded as the typical inclusion body 
of herpes febrilis. 

The development of the technique using the em- 
bryonated egg as a method of propagation and study 
of viruses has been of major importance. Wood- 
ruff and Goodpasture? and Woodruff, Goodpasture, 
and Buddingh? demonstrated in 1931 the suscep- 
tibility of the chorioallantoic membrane of chick 
embryos to the virus of herpes simplex. The virus 
produces typical pocks on the membrane and char- 
acteristic intranuclear inclusions can be found his- 
tologically. 

The virus of herpes simplex shows a tropism 
for both the skin and the nervous tissue. The virus 


*This is one of 11 senior theses selected for publication by the 
Editorial Board from a group of 15 judged the t by the faculty 
of the University of Kansas School of Medicine. 

“*Thesis written while the author was a senior student at the 
University of Kansas School of Medicine. Dr. Terrill is now serving 
his internship at Menorah Hospital, Kansas City, Missouri. 


not only tends to localize in a particular tissue, | + 
it seems to exhibit a decided preference for you. . 
growing cells. Herpes, when inoculated in the sk ., 
gives rise to lesions along the lines of scarificati: 
where young, rapidly dividing cells are being form . 
to replace the original tissue. 

From a general point of view, herpes simp! « 
virus may be considered as one of a group tl. ¢ 
usually produce fairly innocuous disease in th: .: 
native hosts but which, when transferred to c.- 
tain foreign hosts, often produce highly fatal d s- 
ease by reason of their propensity to invade tic 
central nervous system. Pseudorabies is apparen:y 
a trivial and often asymptomatic infection of swinc.' 
When, however, the virus that causes it is tratis- 
mitted to cattle, a serious infection of the spinal 
cord and brain ensues. As far as is known, “f3” 
virus is commonly harmless to its native host, the 
monkey. On the other hand, there are known to 
date at least two fatal cases of “B” virus infection 
of man; both followed monkey bites.° 

An understanding of the vagaries of herpes sim- 
plex infection in man has to rest in part on com- 
prehension of what is meant by primary infection 
by the virus. Andrews and Carmichael® observed 
that a large proportion of normal adults had in their 
blood neutralizing antibodies against herpes virus, 
and that recurrent herpes occurred in those with 
neutralizing antibodies, while those without anti- 
bodies were free from infection. Burnet’ inter- 
prets this to mean that once the human tissues have 
been invaded by the virus, it maintains itself morc 
or less permanently. Since these findings appeared 
to be contrary to the usual pattern of infectious dis- 
ease, and since herpes simplex did not seem to 
spread from patient to patient but seemed to be 
provoked by some nonspecific stimulus, Doerr 
(1938) suggested, “Herpes is not an infectious 
agent which is maintained by a chain of infection 
but that it is endogenously generated in the humar: 
organism.” Subsequent studies dealing with the 
immunological relationship of the virus have made 
it clear that the virus behaves essentially like other 
infectious agents. 

Although clinical manifestations of primary in 
fection are usually severe when they occur, th 
comparative infrequency of such illnesses cannce 
account for the 70 to 90 per cent of adults wh: 
demonstrate that they have had a previous infec 
tion by the presence of circulating antibodies agains 
the virus. There must therefore be numerous sub 
clinical infections. Recovered individuals, whethe 
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fr-m a manifest or subclinical infection, become 
ce-riers of the virus and are apt, following such 
nc aspecific stimuli as fever, menstruation, adminis- 
tr ion of particular drugs, or emotional upsets to 
he e recurrent manifestations in which the virus 
r¢ ews its activity to a Clinical level. The result is 
us ally the classical “fever blister” on the perioral 
si 1 or elsewhere on the face. 

lerpetic Stomatitis. In considering the nature of 
t! primary infection, it seems well established now 
t! : its most common form occurs during the first 
fi years of life as stomatitis often accompanied 
b oharyngitis.8.9 This infection, which should be 
c: ed acute herpetic stomatitis,!° is known by a 
sc -e of other names. These include the following: 
a: thous, Mikulicz’s, Vincent's, or ulcerative stoma- 
ti 3; acute infective gingivostomatitis; or periad- 
€i tis mucosa necrotica. 

‘tomatitis in infancy and early childhood is a 
cc-amon condition, but the confusion in the termin- 
o: gy and classification reflects the lack of knowl- 
ec ze of the etiology of the condition. The common 
occurrence of the disease is shown by the fact that 
Bu cnet? investigated 12 patients during the months 
o! October, November, and December in the Child- 
res Hospital, Melbourne, Australia. The youngest 
patient observed was 12 month old. Most were be- 
tween the ages of one and three years. 

The symptoms of herpetic stomatitis are those of 
the local lesions plus general symptoms of toxicity, 
which are often moderately severe. Infants particu- 
larly are irritable and resent being nursed; they resist 
strongly the examination of their mouth and are 
disinclined to eat or drink. The temperature may be 
elevated to 103° F. for several days, and between 
periods of restlessness the child or infant is very 
drowsy; the clinical picture is rather different from 
that seen in most other febrile diseases of infancy. 

The lesion begins as a reddened area, three to six 
millimeters in diameter, with a vesicular center 
which appears to spread and become purulent. It 
may be situated on the margin of the tongue, on the 
buccal mucous membrane, on the lips, on the phar- 
ynx or on the roof of the mouth. The gums are 
always hyperemic and swollen, but seldom have 
vesicles or ulcers. The lesions heal gradually, and 
the temperature subsides in*the course of seven to 
fourteen days. Depending upon circumstances, pri- 
mary herpetic stomatitis may assume epidemic pro- 
portions. Family outbreaks, customarily confined to 
small children, are not uncommon. 

The reason for designating this disease as “pri- 
mary” is based on the fact that one can with great 
consistency demonstrate the absence of specific anti- 
bodies at its onset and their apearance during con- 
valescence. Primary infection of the same type has 
been shown to occur occasionally in adults. Rogers, 
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Coriell, and group!! report the clinical picture of 
primary herpetic infection as it occurred in three 
adult patients. The clinical picture is similar to the 
disease in infants, namely, an acute febrile illness 
with malaise, chilliness, multiple aphthous ulcers of 
mouth and pharynx, marginal gingivitis, and regional 
lymph node enlargement. 

The methods by which positive diagnosis may be 
established in the laboratory are: isolation of the 
virus, demonstration of typical inclusion bodies in a 
biopsy specimen, and appearance of specific neutral- 
izing antibodies in the serum during convalescence. 

The sudden onset of fever, sore mouth, and re- 
gional adenopathy in a previously healthy adult 
immediately presents the problem of differential 
diagnosis. Probabilities include Vincent's infection, 
erythema multiforme, infectious mononucleosis, 
syphilis, agranulocytosis, acute leukemia, pemphigus 
vulgaris, and diphtheria of the pharyngeal or tonsil- 
lar region. 

When the herpetic disease recurs, it does not 
usually take the form of stomatitis but recurs as 
clusters of vesicles on the skin of the face, most com- 
monly around the mouth. It can be shown to be a 
recrudescence of herpes infection by the practically 
constant presence of specific antibody at its onset. 
Slavin!? reports that he has seen primary labial 
herpes without stomatitis and has seen, stomatitis due 
to simplex virus as a recurrent disease only twice. 
Isolated, recurrent aphthae of the mouth have not 
been shown to be herpetic.!? 

Generalized Skin Eruption. Extensive simplex in- 
fection of the skin has masqueraded for more than 
half a century as Kaposi’s varicelliform eruption. It 
seems that at least three distinct disease entities are 
described under this title. In one group no virus can 
be isolated. In the second group the etiological agent 
appears to be a member of the variola-vaccinia group 
for Guarnieri bodies may be seen in the skin, and a 
virus with vaccinia-like properties may be isolated 
by suitable tests. In the third group, the herpes 
simplex virus may be isolated from the lesions, and 
neutralizing antibodies develop in convalescence. 

This condition was first described by Kaposi in 
1887 as a vesicular complication of pre-existing skin 
disease, most commonly eczema. In children, in 
whom the disease usually occurs, the onset is precip- 
itous, accompanied by high fever and, about one- 
fourth of the time, is fatal. Appearing first only on 
previously diseased skin, the lesions may spread to 
normal, adjoining areas. Because it is not always 
obviously vesicular, the lesion may be mistaken for 
a secondary bacterial infection, or in milder cases, 
simply as an exacerbation of eczema. Kaposi's erup- 
tion is usually a primary herpetic infection although 
a few have been reported!4 in which herpes antibody 
was demonstrated in the circulating plasma at the 
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time of onset. It then appears that the virus may be 
disseminated by the blood and infect previously irrit- 
ated skin despite the presence of specific antibody 
in the circulation. 

Genital Lesions. A third manner in which pri- 
mary simplex infection may occur is as a genital in- 
fection of both male and female. Herpetic eruptions 
are not uncommon on the genitals, being found on 
the glans or body of the penis, and in the female, on 
the labia. Little is known about the primary in- 
fection of the male. Slavin!? reports a case in a boy 
whose illness began as stomatitis and in whom the 
genital lesion probably was the result of accidental 
autoinoculation. The skin about the meatus was 
reddened and covered by clusters of tiny vesicles. 
There was a small quantity of watery discharge and 
mild dysuria. 

Slavin and Gavett!> report three cases in females 
from 17 to 21 years of age. The symptom that led 
all three to seek medical aid was pain. In all of them 
the lesion was extensive, and contiguous lesions in- 
dicating autoinoculation of opposing mucous sur- 
faces were seen in all. The ulcers were usually covered 
by a grey membrane, were tender, and some bled 
easily. The average duration of the illness was about 
10 days. All the lesions healed without scarification 
and recurrence was not manifest as vaginitis but as 
typical clusters of vesicles on the labia pudendi. The 
so-called Lipschutz ulcer of the vagina, usually a 
single lesion that runs a more indolent course, has 
not been shown to be herpetic. 

Lesions of the Nervous System. Although herpes 
is usually regarded asa mild local lesion, more serious 
manitestations may arise from time to time. There 
was considerable controversy at one time as to the 
etiology of von Economo’s encephalitis, and herpes 
simplex virus was claimed by some as being its 
cause. It now seems unlikely that simplex virus is 
etiologically related to this condition. 

Smith et al!© report a fatal case of simplex en- 
cephalitis in a four-week-old infant. Other cases of 
proved simplex encephalitis have been reported oc- 
curring in both children and adults. They have fol- 
lowed no consistent clinical pattern and with one 
exception have all proved fatal. None of the cases 
of simplex encephalitis reported to date was known 
to have had herpes of the skin or mucous membranes 
at the time of or shortly prior to the onset of en- 
cephalitis. Herpes infection of the central nervous 
system is one of the rare encephalitides in which the 
virus may be recovered from the cerbrospinal fluid 
with some consistency. 

A rare form of encephalitis presently known as 
“inclusion encephalitis”!? may be confused on histo- 
pathological grounds with that caused by herpes 
simplex. Inclusion bodies similar to those of simplex 
infection are found in the brain. “Inclusion en- 


cephalitis” is probably of viral origin but as yet no - 
fectious agent has been obtained from the nervc :s 
tissue of fatal cases. 

Segmental Skin Eruptions. Sometimes herpes s\ 1- 
plex virus produces segmental skin eruptions t it 
resemble herpes zoster. Slavin and Ferguson!® 
lected 16 cases from the literature and added f ve 
cases of their own. The sites most commonly :- 
volved by zosteriform simplex are those areas of © 1 
skin supplied by the trigeminal nerves and the sac .l 
roots. This is unlike true zoster in which the er. 9- 
tion most frequently involves some part of the si. 
supplied by the dorsal roots. Zosteriform simp °x 
also differs from true zoster in that it is often rec.ir- 
rent. 

Herpes Cornealis.. Herpetic infection of the 
may assume a variety of forms, of which the dend- 
ritic ulcer is the best known. If seen very early, tiny 
vesicles may be seen on the cornea with the aid of a 
slit lamp. The vesicles soon rupture and coalesce to 
form superficial ulcers. Herpes of the face over some 
part of the skin supplied by the ophthalmic nerve is 
seen in some cases. Scarring of the cornea, usually 
not marked, may occur. The disease is notoriously 
recurrent. It seems certain that herpes simplex virus 
is not the only infectious agent that produces recur- 
ring dendritic keratitis. 


Summary 


A review has been presented of the disease pat- 
terns that the virus of herpes simplex may evoke in 
the human host. From this discussion it is evident 
that the virus which is so often associated only with 
“fever blisters” and cold sores” may on occasion pro- 
voke a variety of disease although infections are 
manifest primarily as disease of the skin and mucous 
membrane. 

The unique immunological aspect of this disease 
has been discussed. It is not known where or in 
what state of activity the virus persists between its 
outbreaks of activity. It is known that the serum 
may have no antibody or a considerable amount of 
antibody. 

Primary infection by herpes simplex virus usually 
takes the form of. aphthous stomatitis and generally 
occurs during the first few years of life, although 
a few cases have been reported in adults. Primary 
infections have been less frequently reported as geni- 
tal lesions, as generalized skin eruptions, and as 
dendritic keratitis. At present herpes simplex infec- 
tion of the nervous system is uncommon and diag- 
nosis is made only by isolation of the virus from 
cerebrospinal fluid. 
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Histoplasmosis must be taken into account in ¢ 
routine x-ray surveys of population and differe: 
tiated from tuberculosis despite superficial similar 
ties. Carefully controlled studies of the etiology « 
histoplasmosis in relation to conditions that va: 
geographically are very much needed.—G. Arno. 
Cronk, M.D., N.Y.S. J. of Medicine, August 1. 
1951. 


JOHN LILLIE EVANS, M.D. 

Dr. J. L. Evans, 73, a member of the Sedg- 
wick County Medical Society, died at his home 
in Wichita, June 25. He began practice in 
Wichita shortly after his graduation from 
Washington University School of Medicine, 
St. Louis, in 1904, and specialized in surgery. 
He was a diplomate of the American Board 
of Surgery, a fellow of the American College 
of Surgeons and a member of the Western 
Surgical Association. 

His interests also included financial and 
civic organizations, and he served as chairman 
of the board of directors of the Southwest 
Federal Savings and Loan Association and vice 
president of the Southwest National Bank. 
His services to the Wichita Chamber of Com- 


merce were as a member of its tax committee. 
* * * 


JAMES SUTHERLAND HIBBARD, M.D. 

Dr. J. S. Hibbard, 47, a past president of the 
Sedgwick County Society, died July 9 from 
injuries received several days earlier in an 
automobile accident. His practice in Wichita 
had been limited to surgery, principally neuro- 
surgery, which he had studied in France, 
Switzerland, Sweden and Canada. He had re- 
cently been engaged in a study of brain sur- 
gery for the relief of incurable epileptics. 

Dr. Hibbard was graduated from the Uni- 
versity of Kansas School of Medicine in 1929 
and began practice in Wichita in 1935, leav- 
ing in 1942 to spend four years in the Navy 
Medical Corps as chief neurological surgeon 
at San Leandro, California. He was a diplo- 
mate of the American Board of Surgery and 
a member of the Western Surgical Associa- 

tion. 


DEATH NOTICES 


HAROLD WILLIAM PALMER, M.D. 


Dr. H. W. Palmer, 53, Wichita specialist in 
internal medicine, died at his home on July 
12 after suffering a heart attack. He received 
his degree from the University of Kansas 
School of Medicine in 1925, spent two years 
as an intern in Cleveland City Hospital, and 
did postgraduate work in Vienna before be- 
ginning practice in Wichita in 1930. During 
World War II he served in the Army Medical 
Corps. 

Dr. Palmer was a diplomate of the Ameri- 
can Board of Internal Medicine and was a 
fellow of the American College of Physicians. 

* * * 


EDWARD CARLYSLE RAINEY, M.D. 


Dr. E. C. Rainey, 60, an active member of 
the Sedgwick County Society who had prac- 
ticed in Wichita 27 years, died July 20 at a 
Rochester, Minnesota, hospital. After his 
graduation from Rush Medical College in 
1920, Dr. Rainey began practice in El Dorado, 
moving to Wichita in 1925. He originally 
was a general practitioner but in recent years 
had specialized in obstetrics. During World 
War I he served in the Army Medical Corps. 


* * * 


EVERETT LUCIUS COOPER, M.D. 

Dr. E. L. Cooper, 50, Wichita obstetrician 
and gynecologist, died July 22, after suffering 
a heart attack while vacationing in Minnesota. 
He was an active member of the Sedgwick 
County Society. Dr. Cooper was graduated 
from Loyola University School of Medicine, 
Chicago, in 1935 and began practice in Kansas 
shortly afterward. 
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YEARS TREATING ALCOHOL 
AND DRUG ADDICTION 


In 1897 Doctor B. B. Ralph developed 
methods of treating alcohol and narcotic addiction that, by the 
standards of the time, were conspicuous for success. 

Twenty-five years ago experience had _ bet- 
tered the methods. Today with the advantages of collateral medicine, 
treatment is markedly -further improved. 

The Ralph Sanitarium provides personal- 
ized care in a quiet, homelike atmosphere. Dietetics, hydrotherapy and 
massage speed physical and emotional re-education. Cooperation 
with referring physicians. Write or phone. 


She 
RALPH 


SANITARIUM 


Ostablished 1897 


Ralph Emerson Duncan, M.D. 
DIRECTOR 


529 HIGHLAND AVENUE KANSAS CITY 6, MISSOURI 


Telephone Victor 3624 
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ANNOUNCEMENTS 


The 17th annual assembly of the United States 
and Canadian Chapters of the International Col- 
lege of Surgeons will be held in the Conrad Hilton 
Hotel, Chicago, September 2-5. 

* * 


A Rocky Mountain Regional Institute on Alco- 
holism will be held in Denver, September 30- 
October 2, under the joint sponsorship of the Colo- 
rado State Department of Public Health, the Colo- 
rado Commission on Alcoholism, and the Office of 
Graduate and Postgraduate Education of the Uni- 
versity of Colorado School of Medicine. Requests 
for information may be addressed to the University 
of Colorado Medical Center, 4200 East Ninth Ave- 
nue, Denver 20, Colorado. 

* * * 

The 9th annual meeting of the American Medical 
Writers’ Association will be held at the Jefferson 
Hotel, St. Louis, on October 1, during the 17th 
annual meeting of the Mississippi Valley Medical 
Society, October 1-3, at the same hotel. There are 
no registration fees for the meetings. Programs 
may be secured from Dr. Harold Swanberg, W.C.U. 
Building, Quincy, Illinois. 

* * * 

The National Association for Music Therapy will 
hold its third annual meeting in Topeka, October 
30-November 1, at the Hotel Kansan. Applications 
for active, associate or student membership may be 
’ made to Mrs. H. Dierks, 5050 Oak Street, Kansas 
City 2, Missouri. Members of the medical profes- 
sion who are not members may attend by paying 
a registration fee of $5.00. 

* * * 

The 30th annual fall clinical conference of the 
Kansas City Southwest Clinical Society will be held 
in Kansas City, Missouri, October 6 through Oc- 
tober 9. The session is being called “A Command 
Performance” as the list of speakers will be made 
up of physicians who have appeared on past scien- 
tific programs and were especially popular with 
those attending. Complete information will be car- 
ried in the September issue of the Journal. 

* * * 

A new requirement for certification by the Amer- 
ican Board of Obstetrics and Gynecology was 
adopted by the board at a meeting held in Chicago 
in June. It provides as follows: candidates cur- 
rently applying for admission to the examinations 
for certification are required to submit a list of all 
patients admitted to the hospitals where they prac- 
tice, for the year preceding their application or 
the year prior to their request for reopening of 
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their application, with the diagnosis, pathologic | 
diagnosis, nature of treatment, and end result. 

The next scheduled examination (Part I), wr - 
ten examination and review of case histories, w 
be held in various cities of the United States « 
Friday, February 6, 1953. Applications must | - 
made to the secretary prior to November 1, 195 . 
The secretary is Dr. Robert L. Faulkner, 2105 Ad 
bert Road, Cleveland 6, Ohio. 


* * * 


The American Goiter Association offers the V. 1 
Meter prize award of $300 and two honorab : 
mentions for the best essays submitted concerni: : 
original work on problems related to the thyro J 
gland. Essays may cover either clinical or resear 1 
investigations and should not exceed 3,000 worcs. 
Complete information may be secured from the 
secretary, Dr. George C. Shivers, 100 East Saint 
Vrain Street, Colorado Springs, Colorado. Closirig 
date of the contest is February 15, 1953. 


* * * 


The Caleb Fiske Fund of the Rhode Island Medical 
Society has announced that the subject for the prize 
dissertation of 1952 is “The Present Status of Anti- 
Coagulant Therapy.” Dissertations, not exceeding 
10,000 words in length, must be submitted by De- 
cember 1, 1952. Complete information may be 
secured from the Rhode Island Medical Society, 
106 Francis Street, Providence 3, Rhode Island. 


Change at Cancer Society 


Mr. Harry M. Dawdy, executive director of the 
Kansas Division of the American Cancer Society, re- 
signed that position August 1 to become executive 
vice president of the Missouri Division of the Amer- 
ican Cancer Society, with headquarters in Jefferson 
City. That position was recently created in Missouri 
as part of an expansion program, broadening the 
base of the organization. 

Mr. W. Miles Pulford, who has been associated 
with the Kansas State Board of Vocational Educa- 
tion for the past 12 years, has been employed to 
succeed Mr. Dawdy in the cancer society office in 
Topeka. 


The Cook County Graduate School of ‘Medicine, 
Chicago, has announced receipt of a donation of 
$100,000 from the Joseph and Helen Regenstein 
Foundation. The gift will be used to expand the 
school’s activities in the field of graduate medica’ 
education. 


Last year 37,100 Americans were killed in traffi: 
accidents; 1,962,000 were injured. 
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particularly 

beneficial 
in the treatment 
O 


hay fever.” 


Because CHLOR-TRIMETON® maleate, 


chlorprophenpyridamine maleate, has the 


greatest potency milligram for milligram 

of any available antihistamine, and 
because “Chlor-Trimeton has a relatively low 
incidence of side reactions,” it is a drug 


i of choice for hay fever patients. 


CHLOR-TRIMETON 


maleate 


- 


1. Silbert, N. E.: New England 


. Med. 242:931, 1950. 
2. Eisenstadt, W. S.: Journal ws ° 
CORPORATION 


BLOOMFIELD, NEW JERSEY 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Effect of Heparin on Burns 


An Experimental Study of the Effect of Heparin 
on Survival Time following Lethal Burns. By Parker 
D. Elrod, Robert S. McCleary, Con O. T. Ball, Surg., 
Gynec. and Obs., 92, 35-42, Jan., 1951. 


It has been shown that red blood cells, passing 
through or near burned or traumatized tissues, agglu- 
tinate into small, hard masses. These masses pour 
into the general circulation and resist passage through 
all peripheral vascular beds, causing endothelial 
anoxia. Sludging causes general tissue damage by 
(a) reducing the rate of blood flow and oxygena- 


‘tion of tissue; (b) producing severe anemia as a 


result of ingestion of red cells by the phagocytes of 
the liver and spleen; and (c) initiating multiple 
venous thrombi and emboli. 


An increase in viscosity of blood tends to de- 
crease circulatory efficiency. Heparin given intra- 
venously to humans, one milligram per kilogram, 
has reduced the blood viscosity from 7.1 to 5.8, 20 
minutes after administration. With larger amounts 
of heparin, a drop from 6.8 to 3.8 has been observed. 


Thirty-six dogs were studied under controlled 
conditions in which care was taken to be certain 
that the animals receiving heparin received slightly 
more severe burns than the 16 controls. Ten were 
given heparin immediately following the burn and 
10 after a delay of two hours. 


The controls lived an average of only 34.6 hours. 
The animals receiving heparin lived an average of 
72.2 hours, over twice as long as the controls. The 
survival time of the two heparinized groups is 
practically the same. Hemoconcentration in the 
animals receiving heparin was less than in the con- 
trols. In the controls, decrease in concentration of 
albumin was 2.5 times greater than in the heparin- 
ized animals. The nonprotein nitrogen of the con- 
trols rose 28 milligrams per cent during the first 24 
hours, and by the end of the second 24 hours the 
mean was 44 milligrams above the preburn values. 
The nonprotein nitrogen of the heparinized animals 
rose but 15 milligrams per cent during the first 24 
hours, and actually dropped 8 milligrams during 
the next 24 hours. Urinary excretion: only 12 per 
cent of the controls excreted greater than 25 per 
cent of their intake, compared to 70 per cent of the 
heparinized animals. 

Autopsy on all animals revealed no evidence of 
hemorrhage in the organs, or in the burn, as a result 
of the heparin. The edema around and beneath the 


burn was found to be definitely less in the hepari; 
ized animals. 

Microscopic study of sections from the kidney « : 
the animals frequently showed degeneration of t! - 
tubules, especially in the loop of Henle. The chang - 
were similar to those seen in “lower nephron n: - 
phrosis.” Almost all the animals died before tir: : 
would permit the appearance of the completed pi - 
ture of this syndrome. Sections from all grou: ; 
surviving equal times showed much less dama,; : 
quantitatively in the heparinized dogs. 

The dosages of heparin in this experiment a. - 
comparable to those used in the treatment of patien ; 
with venous thrombosis. 

It is pointed out that in burns one first ge.s 
hemoconcentration as the result of loss of fluids ‘1 
large amounts. The local mechanism for reabsor;- 
tion of water is damaged by a burn, and the only 
such mechanism remaining intact is the lymphatic 
system. It is recognized that the lymphatics in 
burned areas are frequently blocked by clotting of 
lymph. Glenn and associates showed that hepariniza- 
tion decreased or diminished this blocking of the 
lymphatics. This hemoconcentration is accomplished 
by a loss of proteins, with a greater loss of albumin 
than globulin. The increased osmotic pressure, pro- 
duced by concentrated albumin, was ineffective in 
preventing continued fluid loss into the burned 
tissue. An analysis of the data from the experiments 
shows that the control animal lost two and one-half 
times as much serum albumin, during the first 24 
hours after burn, as did the heparinized animal. 

If heparin is so beneficial, one must wonder why 
the animals in this experiment did not live in- 
definitely. The answer would seem to lie in the fact 
that the dogs received: (1) no supportive treat- 
ment, that is, intravenous blood, plasma, amino- 
acids, or electrolytes; (2) no high-protein, dietary 
supplement; and (3) no antibiotics to prevent in- 
fection. 

Heparin, it is felt, has been shown experimentally 
to be beneficial in the treatment of burns, both 
locally and systemically. A cautious clinical applica- 
tion of this drug to the therapeutic regimen for 
the burned patient seems indicated, and has been 
begun.—T.P.B. 

* * * 
Vitamin D Intoxication 

Vitamin D Intoxication. By Hugh Chaplin, Jr., 
Lincoln D. Clark, Marian W. Ropes, Am. Jnl. Med. 
Sci., 221:4, 269-378, Apr., 1951. 

In the past 20 years, vitamin D has been usec 
extensively in large doses over long periods in the 
treatment of such diseases as pulmonary and cutane- 
ous tuberculosis, scleroderma, various allergic states, 
and especially rheumatoid arthritis. Within the pas: 
20 years, at least five deaths have been reported du: 
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Offering te the 
‘MEMBERS OF THE KANSAS MEDICAL PROFESSION 


A Lifetime Income Protection 


WITH SPECIAL RENEWAL AGREEMENT 
Issued by 


UNITED INSURANCE COMPANY 


SICKNESS OR ACCIDENT 
(Total Disability) 


Monthly Benefit for 


Confinement Not Required 


CHICAGO, ILLINOIS 


ORDINARY ACCIDENTS 


Loss of both hands, feet, eyes; one 
hand and one foot; either hand or 


Accident for life.................. $3 00.00 foot and one eye, monthly benefit $3 00 00 

: for Sickness for 12 months........ $300.00 Loss of either hand or foot $3 0 0 0 0 

And then $150 per month thereafter monthly benefit for 20 months... . 
FOR LIFE 


benefit for 10 0300.00 


Total Monthly Benefit in 


Hospital for 3 months............. $600.00 


(Including Disability Benefit Above) 


(and in addition, the monthly and hospital 
benefit for the period between date of accident 
and date of death) 


SPECIFIED TRAVEL ACCIDENTS 
All Ordinary Accident Loss of Limb, Sight and 
Life benefits above will be doubled if such acci- 
dent occurs while riding as a passenger on any 
railway or street railway passenger car or bus. 


SPECIFIED TRAVEL ACCIDENTS 
Monthly Benefit 


$600.00 


tal thi fit i 
$900.00 
(including Disabi'ity Benefit Above) 


House Confinement Not Required to Receive Full Benefits 


WAIVES PREMIUM DURING TOTAL DISABILITY CONTINUING FOR MORE THAN 90 DAYS 
PROFESSIONAL INCOME POLICY WITH OUTSTANDING FEATURES 


* Pays Monthly Benefits from Ist day of medical attention to life * Incontestable Clause 
* Pays Benefits for Both sickness and accident * The Silent Partner 
* Pays Lifetime Benefits for Time or Specific Losses * No Increase in Premium 
* Pays Regular Benefits for Commercial Air Travel * No Terminating Age 

* Pays Benefits for Non-Disabling Injuries * Grace Period 10 Days 

* 24-hour Coverage—On or Off the Job * Non-Pro-Rating 

* Special Renewal Agreement, no Terminating Age * Non-Assessable 

* 33 Years of Service to the Public * Non-Aggregate 


FULL INFORMATION WILL BE PROMPTLY FORWARDED 


UNITED INSURANCE COMPANY 


LIFETIME PROFESSIONAL INCOME DEPARTMENT 
387 New Brotherhood Building, Kansas City, Kansas 
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to vitamin D intoxication, and other reports of intox- 
ication, far from complete, have appeared in the 
literature. 


The exact incidence of intoxication is unknown. 


It varies with individual susceptibility, and probably 
with high dietary calcium and pre-existing renal 
disease. At least two commonly sold multiple vita- 
min preparations contain 50,000 units of vitamin D 
per capsule. Probably, however, most cases of in- 
toxication occur in patients who are receiving large 
doses in treatment of a particular disease. 

The complete syndrome consists of the following: 

1. General: weakness, fatigue, weight loss. 

2. Gastrointestinal: nausea, vomiting, diarrhea, 
abdominal cramps. 

3. Neurological: headache, paresthesias, vertigo. 

4. Psychiatric: depression, mild psychosis, stupor. 

5. Hematological: normocytic, normochromic 
anemia. 

6. Urological: albumin, red cells, casts in urine 
with decrease in concentrating ability; frequency and 
nocturia. 

7. Ophthalmological: band keratitis. 

8. Chemical: elevated serum calcium and phos- 
phorus with normal or slightly elevated alkaline 
phosphatase. Progressive nitrogen retention. 

9. Roentgenological: diffuse demineralization of 
bones in advanced cases; periarticular soft tissue cal- 
cifications. 

10. Pathological: scattered calcium depositions in 
kidney, blood vessels, periarticular soft tissues, heart, 
stomach, lung, thyroid and pancreas. 

The authors report seven cases in detail, illustra- 
ting various manifestations of the intoxication. 

Differential diagnosis is rarely a problem, since 
the only diseases likely to be confused are primary 
and secondary hyperparathyroidism. 

Prognosis is usually good, although some degree 
of irreversible renal damage may remain. 

Hypervitaminosis D can probably -be prevented 
if the following precautions are used during adminis- 
tration of large doses of vitamin D: 

1. The patient should be cautioned about possible 
toxicity. 

2. Routine urinalysis and hemoglobin determina- 
tions should be checked every two weeks. 

3. Serum calcium determinations should be made 
monthly. 

4. If symptoms appear, treatment should be 
stopped and further studies done. 

Treatment of hypervitaminosis D consists of the 
following: 

1. Cessation of vitamin D intake. 

2. Strict low calcium diet. 

3. Avoidance of undue exposure to sunlight. 

Avoidance of alkali. 


5. Maximum mobilization of the patient. 
6. Sufficient fluid intake to insure daily urina 
output of at least 2,000 cc.—E.J.R. 


Hospital Statistics 


American hospital service reached an all-time hi; 
last year, according to the annual report of the Cou: - 
cil on Medical Education and Hospitals of t! 
AM.A. The 6,637 hospitals registered by the coun 
admitted 18,237,118 patients last year, an avera; 
of one every 1.7 seconds. The previous high was - 
1950 when the admittance rate was one patie: 
every 1.8 seconds. 

The registered hospitals had a capacity of 1,52¢ - 
988 beds, with 42 per cent in general hospitals, <8 
per cent in mental institutions, 6 per cent in tube:- 
culosis hospitals and 5 per cent in all others. Goveri- 
mental bodies, federal, state and local, controlled 3 
of every 10 hospitals and provided 7 of every 10 
beds. 

In general hospitals as a whole, the average stay 
per patient was 10.1, a rate which has been fairly 
constant for the last three years. The average stay 
in 1945 was 15.9 days. 

The report showed 216,047 graduate nurses em- 
ployed by hospitals last year, exclusive of 31,807 on 
private duty assignments. Student nurses numbered 
103,527. 


BOOK REVIEWS 


Cardiography in General Practice. By Abraham 
I. Schaffer. Published by Williams and Wilkins 
Company, Baltimore. 135 pages. Price $3.00. 


This is a surprisingly adequate book. The te- 
viewer's first thought on noting the title and small 
size of the book was that here was another super- 
ficial approach to the role of instrumentation in 
heart disease. However, upon closer review, it is 
apparent that the author has done a very competent 
job of presenting 12 lead electrocardiography, using 
the vector approach. 

This book is quite readable. My only criticism is 
in the title. The book is actually devoted to elec- 
trocardiography with only a very few words about 
other forms of instrumentation. One small chapter 
is devoted to ballistocardiography.—E.G.D. 


Deaths from tuberculosis have been reduced tc: 
about 1/10 of what they were a century ago; bu 
they still cost the U.S.A. 1,000,000 years of futur. 
working life and $350,000,000 a year for medic: 
care and related services—-WHO Monograph Serie 
No. 7, 1951. 
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New aureomycin mini- 
mal dosage for adults 
—four 250 mg. cap- 
sules daily, with milk. 


i 


_| 
FTE 


Faber du Faur Library, 
ay Harvard University 


From among all antibiotics, Urologists often choose 


AUREOMYCIN 


Hydrochloride Crystalline 
because Aureomycin concentration is much higher in the urine than 
in the blood, so that very satisfactory therapeutic urinary 

levels may be reached with moderate oral dosage. 


Aureomycin appears in high concentration in the urine, and 
can be detected for as long as 55 hours after a single oral dose 
of 0.5 to 0.7 Gm. 


Aureomycin serum levels are maintained for as long as 12 
hours after oral administration, oral doses of 5 to 10 mg. per 
kilo at 6-hour intervals being adequate for this purpose. 


Aureomycin has its activity greatly increased in an acid medi- 
um, rendering it highly useful in the normally acid urine. 


Aureomycin has been reported to be useful in infections com- 
monly seen by urologists, including: 

Genitourinary infections caused by E. coli, A. aerogenes, S. 
faecalis, paracolon bacillus, staphylococcus, streptococcus, 
and enterococcus ¢ Chronic or Resistant Urinary Infection* 
Gonorrhea Nonspecific Urethritis* 


Throughout the world, as in the United States, aureomycin is 
recognized as a broad-spectrum antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.—Bottles of 16 and 100. Ophthalmic: 
Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


*When caused by aureomycin-susceptible organisms. 


LEDERLE LABORATORIES DIVISION amenrcan Cyanamid company 30 Rockefeller Plaza, New York 20, N.Y. 
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Research Grants to Kansans 


Four Kansans were named as recipients of re- 
search grants made recently by the Surgeon General 
of the Public Health Service, upon the recommenda- 
tion of the national advisory councils. The grants are 
part of a total of $2,188,699 allocated to non-federal 
research and scientific institutions. 

Dr. Stanley R. Friesen, of the University of Kansas 
Medical Center, is to receive $7,106 for a study of 
hemophilia in experimental blood transfusion re- 
5 actions. Dr. Ann Pollak and Dr. Victor B. Buhler, 
4 also of the medical center, were allotted $5,624 for 
research on pathogenicity, cultural characteristics 
and antibiotic sensitivity of atypical acid-fast organ- 
isms. An amount of $2,150 was awarded to Cora M. 
Downs, Ph.D., University of Kansas, Lawrence, for 
work on mechanism of development and immunity 
4 in murine and epidemic typhus. 


Physicians’ 
Half-Price Rates 


4 years | $4.00 
3 years 3.25 
1 year 1.50 


Medical Aspects of Civil Defense 


A booklet reproducing a series of articles on the 
A medical aspects of civil defense, prepared by the 
Council on National Emergency Medical Service of 
the A.M.A., was recently issued. Copies may be 
secured from the Council, 535 North Dearborn AMERICAN MEDICAL ASSOCIATION 


Street, Chicago 10, Illinois, at 25 cents for a single 535 Nerth Dearborn «Chicago 10, Illinois 
copy, 20 cents per copy for orders of 100 or more. 


THE MAJOR CLINIC ASSOCIATION | 


3100 EUCLID AVENUE KANSAS CITY, MISSOURI 


Beautiful 


A Well 


| Equipped Location 
Institution Large, 
, Well Shaded 
‘or the 
| 4 Grounds 
Nervous an Spacious 
i Mental Porches, 
: Diseases and All Modern 
| Alcohol Methods for 
Drugand Restoring 
; Patients toa ' 
Normal 
ictions Condition 


Elderly People Accepted — Special Rates 


HERMON S. MAJOR, M.D. HERMON S. MAJOR, JR. 
Medical Director Business Manager 
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ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 


PHYSICIANS 
SURGEONS 
COME FROM DENTISTS 


Adul 
Ch 
5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 


25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 


10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
30 weekly indemnity, accident and sickness $100 weekly indemnity, accident and sickness 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
HOSPITAL BENEFITS 

‘ Single Double Triple Quadruple 
60 days in Hospital 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital 10.00 15.00 20.00 
Operating Room in Hospital 
Anesthetic in Hospital 
X-Ray in Hospital 
Medicines in Hospital 
Ambulance to or from Hospital 


$4,000,000.00 PHYSICIANS CASUALTY ASSOCIATIO 
INVESTED ASSETS PHYSICIANS HEALTH ASSOCIATION PAID FOR CLAIMS 
50 years under the same management 
OMAHA 2, NEBRASKA 


400 FIRST NATIONAL BANK BUILDING 
$200,000.00 deposited with State of Nebraska for protection of our members 


10.00 
6.00 


It's Convenient to Buy Kanox 
THERAPEUTIC OXYGEN AND ANESTHETIC GASES 


Oxygen Therapy Be Nitrous Oxide 
Ethylene 
Carbon Dioxide 
Helium 
Regulators, Flowmeters Oxygen 


and Humidifiers Cyclopropane 


Regulators and Equipment 


Repair Service for 


KANSAS OXYGEN, Inc. 


Phone 6392 HUTCHINSON, KANSAS 
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One of the most significant developments in the 
total medical care picture during the past 20 years 
is the amazing spread of the prepayment hospital 
and medical care insurance program. At the time of 
the inception of the program it seemed to be the 
consensus that the saturation point was about 17 per 
cent. This gave the social planners ample support in 
their argument that the voluntary system would 
never work, but that the government would have to 
do it. After a brief period of 15 years we see a 
picture where over 80 million persons in this country 
have some protection against hospital costs. Whereas, 
there are not as many who also have medical care 
coverage, the figure is rapidly growing and is almost 
paralleling the curve of the former, taking into con- 
sideration the later and slower start made by the Blue 
Shield. We cannot relax in our efforts of selling the 
American people on the principle of doing the job 
for themselves on a private initiative basis, and 
shouldering the responsibility of taking care of their 
own sickness costs in the traditionally American 
manner.—Address by Gunnar Gundersen, member 
of the Board of Trustees, A.M.A. 


Apoerythin is the name applied to a new protein 
factor by R. Eakin of the University of Texas. It is 
said to be effective when given orally in the treat- 
ment of pernicious anemia. 


Everything for the Laboratory 


Southwest Scientific 
Corporation 
LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 


Phone 2-0582 


Wichita, Kansas 


Supplement on Medical Pictures 

The Committee on Medical Motion Pictures of 1¢ 
A.M.A. has completed the 1951 supplement to -4e 
second revised edition of the booklet, “Reviews of 
Medical Motion Pictures.” The supplement cont: as 
90 outlines of medical and health films reviewec in 
the Journal of the A.M.A. during the past calen ar 
year. Each film has been indexed according to s b- 
ject matter and is briefly described and evaluatec 

County medical societies may secure copies of he 
supplement from the Committee, 535 North De ar- 
born Street, Chicago, Illinois. 


The new antitubercular compound about wh ich 
enthusiastic preliminary clinical reports have p- 
peared is being offered by Schering Corporation to 
every state, county, city and semi-private tubercu- 
losis hospital in the United States having a bed ca- 
pacity of more than 100. A total of 3,000,000 tabiets 
of Ditubin, brand of isonicotinic hydrazide, will be 
available for clinical investigation. 

Schering has been doing extensive research on 
antitubercular compounds for several years. Since 
recent published medical reports have aroused in- 
tense public interest, the corporation is broadening 
clinical study of the drug to the widest limit. Each 
institution will receive enough of the product to 
treat 10 patients for a period of six months. 


CLASSIFIED ADVERTISEMENTS 


YOUNG DOCTOR WANTED to take over practice and 
equipment in town of 2,000. No competition. Eight miles 
from hospital. Write the Journal 8-52. 

SALE—Library of medical books, white ename. 
folding table (examining), medical instruments. Will sel. 
reasonably. Write the Journal 9-52. 

FOR SALE—Trial case, refraction cabinet, ultra violet 
and other lamps, compressor and suction apparatus, spe- 
cialist cabinet, stools, chairs, tables and other items, foun- 
tain cuspidor, large selection of EENT instruments. Retir- 
ing. Write the Journal 10-52. 

FOR SALE—Westinghouse 100 KV, 100 MA tilt table 
radiographic and fluoroscopic x-ray unit, like new, ver) 
good price. Must dispose of as soon as possible. Also have 
used direct recording electrocardiograph in excellent con- 
dition. Write the Journal 11-52. 

FOR SALE—16-inch Castle electric sterilizer. Like new 
Write the Journal 12-52. 

Student Health Service in large midwest college desire: 
x-ray technician. Experience in both laboratory diagnosis 
and x-ray desirable. Pay commensurate. Very desirable 
working conditions. Write the Journal 13-52. 


GOETZE 


orders, 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


NIEMER 


Management by Dr. W. F. Goetze, a member of the American Medical Association, assures intelligent servicing of your 


co. 


needed beauty aids. Send for free Formulary 


COSMETIC HAY FEVER? 


Prescribe UNSCENTED AR-EX Cosmetics 


When perfumes or scented cosmetics cause allergic reactions — prescribe 
UNSCENTED AR-EX COSMETICS. Clinically tested to meet your high stand- 
ards. Smart, fashion-right for patient acceptance. All 


AR-EX 


HYPO-ALLERGEN! 
Cosmetics 


Clinically tested 
allergic patients 
for use by 
allergic patients 


oP 
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AR-EX COSMETICS, INC., 1036 W. VAN BUREN ST., CHICAGO 7, ILL. 
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Sook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES THE LATTIMORE-FINK 


eeks, starting tember 8, September 22, tober 
Surgical Technic, Surgical Anatomy & Clinical Surgery, LABORATORIES 

Surgical Anatomy & Clinical Surgery, Two Weeks, start- 

ing Seprember 22, November 3 A Topeka El Dorado 
Surgery o lon & Rectum, One Week, starting 

rember 15 Kansas 
Gallbladder Surgery, Ten Hours, starting October 20 
Basic Principles in General Surgery, Two Weeks, start- 
G Week ing October 6 

ene urgery, One Week, starting ober : A 
General Surgery, Two Weeks, scarting October 6 a J. L. Lattimore, A.B., M.D., Pathologist 
Breast & yroid Surgery, One Week, starting ‘ober 
Esophageal Surgery, One Week, starting October 13 A. A. Fink, AB,., M.LD., Pathologist 
Thoracic Surgery, One Week, starting October 20 E 
Fractures & . Traumatic Surgery, Two Weeks, starting H. C. Ebendorf, M.T. Serologist 


ober 6 
YNECOLOGY—Intensive Course, Two Weeks, starting A. C. Keith, B.S., Chemist 


September 8 tober 20 ‘ : 
Vaginal Approach to Pelvic Surgery, One Week, starting L. W. Hull, A.B., Bacteriologist 


September 22, November 3 
BSTETRICS—Intensive Course, Two Weeks, starting Sep- Walter Norris, A.B., Che 


tember 29, November 3 


iEDICINE—Electrocardiography & Heart Disease, Two 
Weeks, starting September 2 
Ts General Course, Two Weeks, starting Oc- Anatomical and Clinical 
tober 

Gastroscopy & Gastroenterology, Two Weeks, starting 
September 15, November 3 Pathology 


a er Course, Two. Weeks, starting Sep- 
tember 

Cystoscopy, Ten Days, starting every two weeks 
DERMATOLOGY—Intensive Course, Two Weeks, starting Containers F ur nished Upon 


October 13 R 

TEACHING FACULTY—ATTENDING STAFF OF equest 
COOK COUNTY HOSPITAL 

Address: Registrar, 707 So. Wood St., Chicago 12, IIl. 


Refresh...add zest 
to the hour 
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announcing 


A NEW PUBLIC RELATIONS AID 


- - - to boost your PR rating 


' V dark brown lettering on buff 


WV measures 1112 by 734 inches 


VY for desk or wall 


Y laminated plastic finish 


PRICE 


$1 
POSTPAID 


NEW OFFICE PLAQUE 


VY harmonizes with any office decor 


JERICAN MEDICAL 


with mé any questions 
Services or fees 
The service is based — 


As you know, a physician’s best public relations is car- 
ried on right in his own office. Here the physician gets 
acquainted with his patients . . . gives them a chance 
to talk over problems . . . builds a feeling of mutual 
understanding between patient and doctor. 


Your American Medical Association has designed an 
attractive new office plaque to be displayed prominently 
on an office desk or wall. This is a graphic invitation to 
patients to talk over professional services and fees. Patients 
like to ask questions, but often are hesitant to do so. This 
plaque will open the door to better relations with your 
patients. Order one today. 
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Medical and Surgical Supplies 
for Doctors of Medicine and 
Hospitals. 


Munns Medical Supply Co. 
512 Kansas Ave. 
_ Topeka, Kansas 


| Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs | 


Trusses 


Abdominal 


Supports 
Elastic 
Hosiery 
Foot 
Supports 
S | Taylor Back Brace 
pat Made to Order 
setae In Our Own Factory 
P. W. HANICKE MFG. CO. 
1009 McGee St. Victor 4750 


KANSAS CITY, MO. 


THE, 
PRo 


OFESSIONAL PROTE 
EXCLUSIVELY 


TOPEKA Office: 

J. E. McCurdy, Rep., 
1035 Randolph Avenue, 
Telephone 2-3027 


THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 
PAUL L. WHITE, M.D., F.A.P.A., 
MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 
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Daricrafi 
Babies 


More and more 
doctors are prescribing 
Daricraft Homogenized 

Evaporated Milk 
for babies .. . and for 

convalescent diets 


Always uniform in quality, safe, steri- 
lized, high in food value and minerals. 
Contains 400 U.S. P. units Vitamin D 
per pint of Daricraft. Easily digested. 


FOR convenrenct 
ECONOMY 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Index to Advertisers 


Ames Company, Ine. .... XVI 
Ayerst, McKenna and Harrison, Ltd. .......... Xi 
Cook County Graduate School of Medicine ...... 09 
Goetze Niemer Company 08 
Hanicke, P. W., Manufacturing Company ........ ‘ll 
Lattimore-Fink Laboratories .................. 409 
Lilly, Eli, and Company .....:.......; Facing XViII 
Mead Johnson and Company .......... Back Cover 
Medical Protective Company .................. 411 
Merck nd Company; Ine: VII 
Munns Medical Supply Company, Ine. .......... 411 
Neurological Hospital Association .............. XII 


Parke, Davis and Company Inside front cover and III 


Pfizer, Charles, and Company, Inc. .. XIV, XV and 
Inside back cover 


Physicans Casualty Association ................ 407 
Producers Creamery Company ....... esenetes 412 
Schering Corporation 401 
Searle, G. D., and Company 397 
Southwest Scientific Corporation .............. 408 
United Insurance Company 403 
University of Kansas Medical Center .......... XII 
Washington National Insurance Company .... XVII 


Ww. E. ISLE CO. 
fj 1121 GRAND AVE. | 
AI KANSAS CITY, MO. 


RUSSES 
Accurately fitted to assure complete 
protection and greatest possible comfort 


SECOND FLOOR TELEPHONE VICTOR 2350 


412 
3 
PRODUCERS CREAMERY CO., SPRINGFIELD, MO. 
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State House, 
Topeka, Kansas 


Mead’s powdered formula 


designed for both full term 
and premature infants 


Excellent tissue turgor and muscle development 
in babies fed Olac® are clearly shown by steadily 
increasing clinical observations. These babies tend 

to gain weight without becoming fat, are sturdy, 

and resist infections well. They are generally vigorous, 
with happy dispositions. They get a strong start 

for a healthy childhood. 


Designed for optimum nutrition of both full term 
and premature infants, Olac supplies milk protein 

in exceptionally generous amounts, to promote 

sturdy growth. Its fat is an easily digested, highly 
refined vegetable oil. Dextri-Maltose® supplements 
the lactose of the milk, to meet energy needs and 
spare protein for its essential tissue-building functions. 


Convenient and simple to use, Olac feedings 
are prepared merely by adding water. A convenient 
special measure is enclosed in each can. One packed 
level measure of Olac to 2 ounces of water gives 

a formula supplying 20 calories per fluid ounce. 
Olac is valuable not only for bottle-fed infants 

but for supplementary and complementary feedings 
of breast-fed infants. 


MEAD JOHNSON & COMPANY 
Evansville 21, Indiana, U. S. A, 


Y 
: 
| 
OLAC 
i; 
\ For Infants 
i 
_ gives a strong start for a healthy childhood | 
4 
4 
i 
i 
1 


